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SURGICAL TREATMENT OF CARCINOMA OF THE 
COLON AND RECTUM#* + 


EARL J. HALLIGAN, M_.D., F.A.C.S., F.1.C.S., F.1.A.P. 
LOUIS L. PERKEL, M.D., F.A.C.P. 


and 


J. KENNETH CATLAW, M_D., F.I.C.S., F.1.A.P. 
Jersey City, N. J. 


The primary aim in the surgical treatment of carcinoma of the colon and rectum 
is the greatest number of 5-year survivals. To accomplish this, early diagnosis and ade- 
quate cancer surgery is essential. Even though 75 per cent of the carcinomas in this 
region are within easy reach of the palpating finger! *, or visible through an ordinary 
sigmoidoscope, very early diagnosis is still a myth. The average duration of symptoms 
is 7 to 11 months® before the patient is seen. The type of operation is immaterial as 
long as the carcinoma, with its involved contiguous structures, its lymphatics and venous 
spread, is adequately removed. Whether one uses a primary resection and anastomosis, 
a single stage abdominoperineal, or multiple stage operation, depends upon the loca- 
tion, extent and spread of the lesion, the condition of the patient, the presence or ab- 
sence of infection, the presence or absence of obstruction and the personal preference 
of the surgeon. The economic problems, such as the greater number of hospital days, 
etc., should be disregarded if it militates in any way against mortality and higher 5-year 
survival rates. 


Early diagnosis depends upon the healthy suspicion and knowledge that carcinoma 
of the colon and rectum may occur at any age. We have had three cases under 20 
years of age. It is most common between 50 and 70, and represents 17 per cent of all 
cancer deaths. Eleven per cent are due to the colon and nearly 6.7 per cent are due to 
the rectum and anus. This represents 29,100 deaths in the United States and Canada 
yearly*. Rectal bleeding occurs in 80 per cent of the cases and the same percentage of 
cases have alteration of bowel function, such as the onset of constitpation, increase in 
constipation or diarrhea, but often it is very difficult to elicit a history of a change in 


*Read before the Second Annual Convention of the International Academy of Proctology, 
San Francisco, Calif., June 23, 24, 1950. 
+From the Services of St. Francis Hospital and the Jersey City Medical Center. 
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the bowel habit. A change in the calibre of the stools, or, alternating diarrhea and 
constipation occur in about 5 per cent. Abdominal pain sometimes is vague, but later, 
cramp-like and colicky, occurs frequently, and is associated with obstruction or due to 
pressure of the nodular extension of the growth. Ninety-eight per cent have at least 
two or more of the preceding symptoms. Acute obstruction occurs in about 5 per cent 
particularly in lesions of the left side. Loss of weight of about ten pounds occurs in 
about 67 per cent. 

The presence of a severe anemia or the accidental finding of a mass in the right 
lower quadrant should lead to investigation of the possibility of carcinoma of the right 
half of the colon, as almost 25 per cent occur here. In addition to digital examination 
and sigmoidoscopy, barium enema is most essential for diagnosis of these lesions beyond 
the sigmoidoscope. But care should be used in the amount injected in lesions which 





Fig. 1—Normal colon with vascular supply; lymphatics follow the blood vessels. 


show signs of obstruction, as the barium may flow past the growth and cannot be ex- 
pelled. One must pay strict attention to the diagnosis and treatment of precancerous 
lesions, such as polyps, adenomas, etc., 71 per cent of these occurring in the lower sig- 
moid and rectal regions’. ‘ 

According to Black and Waugh® intramural spread is never more than 2 cm. in 
the intestinal wall. 

Venous spread in any stage of carcinoma may take place by embolism through the 
veins and if it takes place at distant areas, it makes the adequate removal of the car- 
cinoma hopeless. It usually occurs through the portal system but also may take place 
through the vertebral veins because of the anastomosis with the portal system. This 
explains metastasis in the sacrum, coccyx and lumbar vertebrae’. Coller and McIntyre®, 
Seefield and Bargen®, Bacon and Rowe!®, Dukes and Bussey!!, and Grinnell’? have 
found venous involvement in 10 to 36 per cent of the cases. Seefield and Bargen stated 
in 94 per cent of their cases in which there was blood vessel invasion, there was metas- 
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tasis to the viscera in 94 per cent and 80 per cent died of recurrence or metastasis. Lahey 
found only 14 per cent of 5-year cures in 1,800 patients with blood vessel invasion in 
carcinoma of the rectum. 


Sunderland!® found vein invasion in 27.6 per cent of 210 cases of carcinoma of the 
rectum and sigmoid; 5-year follow-up of these patients showed a much higher mortality 
rate. Local invasion of many mesenteric veins indicates almost certain metastasis, where- 
as, metastases are not so common where the veins in the bowel wall alone are invaded. 
Vein invasion is most frequent and prognosis is poorest in the lower 6 cm. of the 
rectum. 


Lymphatic spread is very important and extramural lymphatic spread occurs be- 
fore the entire bowel is penetrated. The raised edge of the lesion may not mark the 
limit of the intramural spread. Usually there is an orderly spread to the lymph nodes 
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Fig. 2—Resection of right half of colon for carcinoma of the cecum and ascending colon: 6 to 
8 inches of ileum are removed. 


draining the area and until the involved lymph node is overwhelmed by the carcinoma, 
spreading first to the epicolic, then the paracolic, intermediate and principal nodes. The 
upward lymphatic spread follows the inferior and superior mesenteric vessels and their 
branches. 


Occasionally the epicolic and paracolic nodes may be skipped and the carcinoma 
spread directly to the intermediate or principal nodes by direct channels. This occurs 
chiefly in the hepatic flexure and the sigmoid, but rarely if ever in the splenic flexure 
and the distal 24, of the transverse colon. Gilchrist et al.14 have explained that the lymph- 
phatic spread of the colon when the rectum is embolic and when the lymph glands have 
become blocked by the cancer cells, alternate routes are used. These routes are usually 
more circuitous and may cause a reverse or retrograde flow. Upward spread has been 
recognized by all surgeons. 








174 . THE AMERICAN JOURNAL OF PROCTOLOGY 


Lateral spread may be quite marked in 7 per cent of the colon tumors and 16 per 
cent of those with metastasis. In one case the spread was 13 cm. It is impossible to 
recognize these cases at operation and, therefore, the resection should be as extensive as 
possible, while retrograde extension may occur only 3 cm. below the lesion, it is wiser 
to remove it at least 5 cm. below. 

Lateral spread in carcinoma of the rectum has not been emphasized, but certainly 
in the lower 3 cm. and possibly up to 6 cm. from the anal margin, may account for 
poor results, even in the abdominoperineal resections. Lateral spread here in this area 
represents true lymphatic spread, rather than that due to a retrograde process!®. The 
least number of 5-year survivals occur in this area. 


PREPARATION OF THE PATIENT 


Preparation of the patient for operation usually takes from 5 to 7 days, except in 
those cases of acute complete obstruction, fortunately the latter is rather rare. The pa- 
tient is put on a high caloric, low residue diet until 24 hours prior to operation. The 
last 24 hours, he is put on liquids exclusively. Sulfasuxadine is given every four hours 
in all cases where constipation or evidence of partial obstruction exists. It not only 
lowers the bacterial count, but keeps the stools soft and somewhat liquid. In the last 
24 hours, they are given sulfathalidine. Those cases which have diarrhea, though not 
associated with partial obstruction, are given sulfathalidine every four hours. Since 
using sulfasuxadine and sulfathalidine, we have eliminated the initial catharsis and saline 
enemas, except on the occasional case. All the usual laboratory studies are done, includ- 
ing a complete blood count, blood chemistry, urine, total serum proteins and albumin- 
globulin ratio. We have been particularly interested in blood volume studies and found 
them to be a great help in estimating the amount of blood needed for transfusions. 

Preoperative restoration of the total hemoglobin by whole blood transfusions to 
the normal levels, has resulted in a markedly decreased incidence of shock, better wound 
healing, lessened postoperative edema in the area surrounding the suture line, less dan- 
ger of infection, hepatic dysfunction and other complications. 

Fluids and electrolyte balance are restored to normal equilibrium and sufficient 
vitamins are given, including Vitamin K, which is always essential when giving sul- 
fasuxadine and sulfathalidine. It must be remembered also, that penicillin and sulfathali- 
dine are antagonistic to each other!®. 


CONTRAINDICATIONS TO OPERATION 


Contraindications to operation are: 
1. Broad fixation of the lesions to retroperitoneal structures. 
2. Extensive involvement of mesenteric nodes and veins. 
3. Peritoneal implants. 
4. Involvement of the base of the bladder, fixation and infiltration of the 
lateral pelvic walls and ligaments usually indicate inoperability in car- 
cinoma of the rectum. 
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Involvement of such structures, such as the uterus, its adnexea, small bowel, ab- 
dominal wall, dome of the bladder, stomach, duodenum, spleen, gallbladder, liver, pan- 
creas, seminal vesicles, appendix and diaphragm does not indicate inoperability because 
these can be resected. The size of the lesion is no indication of the resectability. 

Small lesions may prove to be most disappointing, while large bulky lesions may be 
removed with excellent results. Moderate metastasis of the liver does not contraindi- 
cate the removal of the malignant lesion, because life is more comfortable after removal, 
and it may have some retarding effect on the secondary growth. 


OPERATION 


The problem of which operation to choose is controversial and the operations are 
many and varied, but one should be familiar with all of them and able to utilize any 
one of them. All agree that it must be adequate. Again the question arises, what is 
adequate? By the time the patient is operated upon, less than one half, that is 43 per 
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Fig. 3—Resection of hepatic flexure; 6 to 8 inches of terminal ileum also removed. 


cent of the colon tumors and slightly over one half, 53 per cent, of the rectal tumors 
have metastasized to the regional nodes, consequently, the outlook for 5-year survivals 
in this group is naturally less cheerful, according to follow-up statistics!?» 14) 1°. 

Primary resection and immediate anastomosis is the ideal operation and is rapidly 
gaining favor with the majority of surgeons. However, there are certain contraindica- 
tions: 


1. The presence of obstruction. 

2. Marked obesity. 

3. Old age or severe complicating disease where one needs to hurry. 

4. Pericolonic infection. 

5. Or in those cases where the bowel is not properly prepared. This operation 


can be used in all cases from the cecum down to and including the recto- 
sigmoid. 
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Adequate mobilization, with wide excision of the bowel and the mesentery is es- 
sential. There should be an adequate blood supply in the ends to be anastomosed, no 
tension on the suture line and apposition should be accurate, stitches being meticulously 
placed. Whether one uses the open or closed method is immaterial. Theoretically, the 
closed method is superior, but actually, the open method, if the bowel is properly pre- 
pared and aseptic technic followed, yields results that are just as good. We have used 
both methods; at present we favor the open method. 


The outer or serosal layer is sewn with a continuous suture of fine silk, posteriorly. 
For the inner layer we use a continuous through and through stitch of “0” chromic 
catgut posteriorly and anteriorly a Connell stitch is used. The anterior serosal layer is 
then closed with interrupted sutures of silk. Peritoneum is closed with “0” chromic 
catgut, the fascia and skin routinely closed with fine stainless steel wire. 
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Fig. 4—Minimal amount of transverse colon to be removed; hepatic flexure should be mobilized. 


In the face of acute intestinal obstruction, decompression is the prime requisite. In 
the right half of the colon, obstruction is uncommon and if it occurs, it usually does so 
late in the disease. However, one may have a growth just at the ileocecal valve or an in- 
tussusception of a resectable tumor, and decompression may be accomplished by a Miller- 
Abbott or Harris tube. 

Even in obstruction farther distally, as in the hepatic flexure, if the ileocecal valve 
is incompetent, decompression may be obtained by using a long suction tube; the com- 
petency of the ileocecal valve may be determined by the presence or absence of disten- 
tion, with or without fluid levels in the small intestine, in a scout film. 

If decompression is not satisfactory by tube, then ileotransverse colostomy should 
be performed. In cases where the ileocecal valve is competent, an ileostomy may be 
done threading a tube into the ileum through the ileocecal valve, thus decompressing it, 
or, better still, one can do a rapid Lahey-Mickulicz procedure, and also this can be done 
on those with severe complications, such as cardiovascular disease or where there has 
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been two obstructions such as we have encountered on several occasions, as in the fol- 
lowing: 

An old lady, 83 years old, admitted with a definite mass in the right lower quadrant 
due to carcinoma of the ascending colon which obstructed the ileocecal valve and x-ray 
also showed obstruction of the transverse colon at the splenic flexure, which at operation 
proved to be due to fecal impaction. A rapid Lahey-Mickulicz was done with excellent 
results. 

For acute obstruction in the left half of the colon and rectosigmoid, we prefer an 
exteriorizing type of cecostomy. The distended cecum is pulled out through a McBurney 
incision and sewn to the skin with 4 to 6 “0” chromic gut sutures. This is then walled 
off with iodoform gauze and the incision closed. Or, one may take two curved clamps, 
grasp the cecum, exteriorize it and strap the clamps on the abdomen. If the cecum is 
markedly thinned out, one can insert a fine hypodermic needle in the cecum, allow the 






mOOLk 


SUPERIOR 
COLi€ Aar MESENTERIC ART 


a r 
coke er 


Fig. 5—Resection of splenic flexure. 


escape of gas and the distended organ will contract down to a thickness where it can be 
sutured, or, the clamps used, then opened 24 to 48 hours later; this is very useful in the 
very sick, delayed obstructive types and is often life-saving. However, a few days later, 
if the colon is packed with feces, transverse colostomy can be done or a Miller-Abbott 
tube inserted in the opening in the cecum, the balloon inflated and peristalsis will carry 
the tube down to the obstruction and the colon can be irrigated through this two-way 
tube, until it is thoroughly cleansed. 

Transverse colstomy on the right side, particularly through a transverse incision, 
has been advocated in obstruction of the left half of the colon. Operation can be done 
easier because of its mobility and it can be brought out through the abdominal wall with 
less danger of peritonitis, and it allows more thorough cleansing of the colon. 

It has its disadvantage of sometimes being high up under the ribs. It is not quite 
as simple as exteriorizing cecostomy and may interfere with mobilization of the bowel at 
a later stage operation. Fortunately most obstructions in the colon are incomplete and 
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are subacute or chronic in nature and can be relieved by diet, irrigation and the use of 
sulfasuxadine. In those cases that can be thoroughly prepared, the Lahey-Mickulicz or 
Rankin obstruction resection is done. 

In people that are very obese or that have fat infiltrated mesenteries, or in the 
presence of pericolonic infection, stage procedures are definitely indicated. A primary 
decompression operation, such as cecostomy or transverse colostomy, or a Devine de- 
functioning colostomy will permit a radical resection and immediate anastomosis or ob- 
struction resection to be done at a later date. 

In the right half of the colon, with lesions proximal to the hepatic flexure, ileocolec- 
tomy with high ligation of the ileocolic and right colic vessels should be done, carefully 
avoiding the vessels supplying the small intestines. If the lesions are in the hepatic flex- 
ure or proximal transverse colon, resection should be done well to the left of the mid 
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Fig. 6—Resection of descending colon. 


transverse colon. Anastomosis, maybe lateral, end-to-end or end-to-side; we prefer end- 
to-end. The disparity can be equalized by cutting the small intestine at a 45° angle and, 
if necessary, incising the antimesenteric border. 


In the lesions of the transverse colon wide excision is to be done, if necessary mobil- 
izing both flexures, then end-to-end anastomosis. Lesions of the distal transverse colon 
and splenic flexure may spread along the branches of the middle colic or left colic ves- 
sels, consequently wide removal must be done. These are among the most difficult lesions 
to remove. They are high up under the costal arch, usually chronically obstructed. The 
diagnosis is made late as a rule. The symptoms are often referred to other parts of the 
gastrointestinal tract, such as the gallbladder or appendix. Abscess, perforation and 
fixation are common, consequently, while primary resection and anastomosis is ideal, one 
may first have to do a cecostomy followed by obstructive resection, or a Lahey-Mickulicz, 
being very careful when removing the mesentery not to damage the other vessels. 
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In the descending colon and sigmoid, wide mobilization which includes the splenic 
flexure and descending colon should be done, and a wide removal of the mesentery be- 
cause of the danger of lateral spread. Often two or more sigmoidal vessels and their 
accompanying lymphatics, the left colic and the superior hemorrhoidal may have to be 
sacrificed. End-to-end anastomosis can be accomplished if there are no contraindica- 
tions, with or without cecostomy. It is often within this region that complete obstruction 
takes place and if the ileocecal valve is competent, one gets pain and tenderness in the 
right lower quadrant and these cases are often diagnosed as acute appendicitis. If the 


obstruction is not relieved, the intraluminary pressure becomes so great in the cecum 


that it equals the blood pressure in the vessels, thus shutting off the blood supply; necro- 
sis, ulceration and perforation occurs. 

The rectosigmoid is hard to define. Some authors place it at the level of the re- 
flexion of the anterior rectal peritoneum to the bladder in the male and the vagina in 
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Fig. 7—Minimal excision of sigmoid, even more may be removed up to transverse colon. 


the female: others place it at the site of the peritoneal reflexion, laterally to the pelvic 
wall at the point where the mesosigmoid ceases to exist and where the peritoneum, in- 
stead of encircling the bowel, leaves the posterior and lateral aspects to merge with the 
pelvic peritoneum, and where the inferior mesenteric vessels leave the mesosigmoid to lie 
behind the bowel!*. This is usually at the level of the second or third sacral segment, 
about six to eight inches from the anus. Gilchrist and David classified the growths as 
intraperitoneal and extraperitonieal, depending upon whether they are above or below 
the peritoneal reflexion. We feel that a high ligation of the inferior mesenteric artery 
should be done and the intestine removed at last 5 cm. below the growth, with as much 
mesentery and retroperitoneal tissue as possible. One may, even in these cases, have to 
ligate above the left colic branch. (Pinch off branch to see if the circulation is good). 

In these cases of cancer of the rectosigmoid, anterior resection and anastomosis can 
be done. In lesions from 3 to 6 cm. from the anal margin the results are the poorest. 
Here the least operation that should be done is the one-stage Miles abdominoperineal; al- 
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though Bacon!$ does the pull-through operation above the 3 cm. level. In our hands the 
pull-through operation with preservation of the sphincter has been unsatisfactory both 
as to control and 5-year survivals. We feel that at this level, Dixon’s!® suggestion of a 
two-stage operation might be preferable. The first stage consists of ligating the inferior 
mesenteric vessels high up and doing a colostomy. At a later stage performing a pos- 
terior resection with a very wide lateral dissection. The area between 8 cm. and 12 cm. 
from the anal margin has been the bone of contention as to whether preservation of the 
sphincter allowed sufficiently wide resection so as not to decrease the number of 5-year 
survivals. 

Lahey”, Jones*!, Rankin2?, Gilchrist and David!4 have felt that it was not feasible, 
on the other hand, Dixon!®, Wagensteen2*, Best?+ and others have felt that anterior 
resection, using a minimum margin of 3 cm. distal to the lesion, have reported favorable 





Fig. 8—Resection for lower end of sigmoid, rectosigmoid and rectum. Ligation of inferior 
mesentery between Ist and 2nd sigmoidal arteries. If glands are present at left colic 
artery, resection should be done as illustrated by dotted line. 


results and are in favor of it. We feel that anything beolw 15 cm. from the anal 
margin, that is those cases below the peritoneal reflection, should have an abdomino- 
perineal resection. Garlock and Ginsberg!’ report a recurrence rate at 71/, to 10 cms. 
of 27.3 per cent in the suture line and in the pelvis, 1014 per cent, a total of 37.8 per 
cent. In the 10 to 1214 cm. level, 41 per cent recurred at the suture line and 12 per 
cent in the pelvis. Above this level the recurrence rate was 10 per cent. In their cases, 
as in our cases, the lesions were small and apparently ideal for anterior resection and 
anastomosis. 

Anterior resection and immediate anastomosis may be done if the patient refuses 
colostomy or has a minimum of local involvement but definite hepatic metastasis. 

Anterior resection without removing the rectal stump?® and either suturing it or 
passing a drain down through it, may be used in bad risks where the lower 6 cm. are not 
involved in the resection or where the possibility of anastomosis at a later date may be 
done, if no recurrence occurs. 
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Although colloid carcinoma represents 20 per cent? of rectal carcinoma and are low 
grade histologically and do not metastasize early, the results are very unsatisfactory and 
5-year survivals are few. Posterior resection, with or without colostomy, may be used 
occasionally in the very poor risks. 

Resectability varies from 45.5 per cent in various series*, to 96 per cent as reported 
by Allen. Various series give various results (Lahey in 1945 reports a resectability of 
83.5 per cent; Hayden reports 83 per cent in carcinoma of the rectum; Bacon, 81.2 per 
cent; Garlock and Klein?®, 66.7 per cent on ward cases and 81.5 per cent on private 
cases). Probably 75 per cent of the cases today are resectable in most large series. The 
mortality rate today is under 5 per cent and in some cases, such as Jones’, it has been 
zero. Five-year survival rate is about 50 per cent on the average. Gilchrist and David 
report 57 per cent of cancer of the colon that had no lymph node involvement, lived 5 
years, whereas cancer of the left side of the colon with lymph node involvement, 37.5 
per cent lived five years. 

Prognosis in those cases of right side of the colon that are resectable is much better, 
because the widespread resection, the flat ulcerating fungus-like growths do not metas- 
tasize as readily. Person and O’Neill’® give 68 per cent survival without lymph node 
involvement and 28 per cent where lymph nodes and contiguous structures are involved. 

POSTOPERATIVE TREATMENT 

Morphine is given every four hours, usually for the first 48 hours. Shock is infre- 
quent because of better preparation preoperatively. Having restored the normal blood 
volume before operation, and replacing the blood loss during the operation, not so much 
blood is needed postoperatively. Water and electrolyte balance is maintained but no 
saline solution is given for the first 48 hours and then only after chlorides appear in the 
urine (fantus test). The normal being 3 gm. sodium chloride per litre. 

We may have oliguria the first 24 hours, but after that, we prefer to have a urinary 
output of 1,500 c.c. every 24 hours. Continuous suction is used with an indwelling 
Levine tube for 24 to 48 hours, unless one has a preliminary colostomy present. All 
fluids lost by suction, ileostomy or colosotmy are replaced by intravenous infusions of 
normal saline, volume for volume. Clear fluids are allowed as soon as peristalsis is es- 
tablished. Crysticillin, 300,000 units every eight hours and 250 mg. of streptomyocin 
are given every 3 hours, intramuscularly, where the possibility of thrombophlebitis exists, 
cicoumarol 200 mg. is given 24 hours postoperatively, repeated as often as necessary to 
keep the prothrombin time 10 to 30 per cent normal, the prothrombin time being de- 
termined before and then daily, after the administration. 

CoNcLUSION 

Wider excision of cancer of the colon, particularly the left half, and the rectum is 
advocated. Resectability rate is higher and the mortality rate lower, and 5-year survi- 
vals greater in the last ten years. Better preparation of the patient, due to understand- 
ing of changes in the blood volume and metabolism plus better anesthesia and the anti- 
biotics, has been responsible for this improvement. Early diagnosis, a goal to be hoped 
for, unfortunately has fallen far short of expectations. 

Primary resection and immediate anastomosis is the ideal operation, if no contra- 
indications are present. At present, we feel that a one-stage abdominoperineal resection 
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should be done for all lesions below 15 cm. from the anal margin, until later study 
settles this difficult problem. 
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THE PREOPERATIVE MANAGEMENT OF THE PROCTOLOGIC PATIENT* 


CHARLES J. WEIGEL, M.D. 
River Forest, Ill. 


A growing insight into the physiological reserve of the patient prior to surgery, 
and the collateral circumstances that alter surgical disease, has been a primary feature 
in the marked decline of postoperative complications, morbidity and mortality. 

Today we practice physiologic surgery, and the modern surgeon must understand 
well these biological alterations and the methods for restoration to normal. It is, there- 
fore, important to emphasize preoperative management and the physiological reasons 
for establishing a common basis of procedure. 

Diseases of the colon, rectum and anus, present varied problems and we frequently 
find the physiology disturbed out of proportion to the degree of pathology present. We 
may say then, that the success of surgical therapeusis is directly dependent on the 
thoroughness of preparation, before a definitive procedure is undertaken. 

The preparation of the patient for contemplated surgery, should be started as soon 
as diagnosis is established. This should include a careful and frank explanation to the 
patient as to the character of the disease and what the treatment entails. This will bring 
about a better understanding between the patient and surgeon, and result in diligent 
cooperation when actual preparation for surgery is begun. We may term this the “psy- 
chological conditioning” of the patient. 

This is of particular importance in the field of rectal surgery, which has been slow 
to develop, partly because of a dearth of advertising in the lay press, expounding the 
advantages of bloodless surgery and testimonials lauding the cures obtained with “this” 
ointment and “that” suppository. 

As a consequence, patients afflicted with diseases in the region of the rectum are 
too often led to believe that theirs is a minor malady, and we are often confronted with 
inoperable carcinoma when the patient finally decides, or is driven to accept medical 
attention, and find only palliative measures at our disposal. 

Because of the insidious character of lesions in this region, marked anemia is often 
encountered and: progressive serum loss, though slight, may result in hypoproteinemia, 
and a vitamin deficiency is not infrequent. 

Every effort must be made, therefore, to educate the laity to seek competent medi- 
cal attention early when a change in bowel! habits is experiencd or there is bleeding 
from the rectum. Thus can we minimize or prevent the anemia, hypoproteinemia and 
avitaminosis that exist when the disease is allowed to continue unabated. 

Following determination of existing deficiencies through routine examinations of 
blood and urine, plus serum and blood protein, and N.P.N. evaluations, alimentation, 
vitamin, and other indicated therapy should be started as many days prior to surgery 
as is feasible. 


*Read before the Second Annual Convention of the International Academy of Proctology 
San Francisco, Calif., June 23, 24, 1950. 
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NUTRITION 


The importance of the state of the patient's nutrition, as a factor in surgical thera- 
peusis, is becoming increasingly recognized. However, neither the prescribing of a diet, 
or the serving of a well-balanced meal is sufficient. We are too often prone to assume 
that the food has been consumed. It should be our duty to visit the patient at mealtime 
to determine the quantity of the intake of food. Visit the hospial at the time the trays 
are being collected and you will be surprised to note the amount of food left untouched 
or only partially eaten. 

The diet must be nourishing and high in calories, capable of creating a glycogen 
reserve, and low in residue. To meet these requisites, it must be high in proteins which 
are essentially nourishing, and carbohydrates which tend to build up glycogen reserve. 

Plasma proteins consist of two groups: albumins and globulins. The albumins are 
responsible for 85 per cent. of the colloidal osmotic effect of plasma proteins. The globu- 
lins consist of fibrinogen, prothrombin and antibodies. When protein undernourish- 
ment exists it is manifested by a fall in serum albumins below 4.1 gm. per 100 c.c. Gross 
edema will be evident if the amount is 2.5 gm. or below. Therefore, the patient must 
be placed in positive nitrogen balance, brought about by giving adequate amounts of 
proteins and calories. 

The proper diet can easily be found if just a few simple facts are kept in mind. 
The normal person requires 1 gm. of protein per kilo of body weight or approximately 
70 to 75 gm. daily. When surgery is contemplated, 300 gm. should be given, supple- 
mented by a sufficient amount of carbohydrates to bring the intake between 2,000 anc 
3,500 calories daily. It should be borne in mind, however, that limitation of appetite 
and gastrointestinal distress may prohibit a large intake of food. Hoffman! recommends 
in such cases, the use of concentrated protein foods, such as dried whole milk, soybean 
powder, dried brewers’ yeast, or one of the powdered protein concentrates prepared 
from lactalbumin or hydrolysates of casein, to increase the diet to 300 gm. per day 
without increasing bulk. Should the intake by mouth be further contraindicated, as in 
the presence of bowel obstruction, positive nitrogen balance can be sustained by giving 
parenterally a sufficient amount of protein hydrolysate reinforced with glucose to in- 
crease the calories required daily. The kilogram requirement by this method is 0.5 gm. 
of nitrogen and 30 calories daily. 

‘ VITAMINS 

As is well-known, Vitamin C is essential to normal wound healing. The normal 
level ranges from 0.6 mg. to 1.5 mg., per 100 c.c. of blood. When deficiency exists, or 
when surgery is contemplated, this level can be established by the administration of 300 
to 500 mg. daily for four days. The ascorbic acid can be augmented with 30 mg. of 
thiamine and 100 mg. of nicotinic acid. 

These vitamins should be preferably given by mouth but when this is not feasible 
the parenteral route may be used. 

Wound healing can also be delayed by a deficiency of Vitamin K. Three or four 
days of administration of a sufficient quantity of the synthetic preparation to bring the 
prothrombin time to nermal, will forestall this complication. 
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FLUID BALANCE 

The normal person must excrete a minimum of 500 c.c. of urine daily, at 1.030 
specific gravity, in order to eliminate 35 gm. of solids. As an added factor of safety, 
this amount is raised to 1,000 c.c. in the surgical patient. 

The total weight of the body consists principally of 60 per cent fluids. The frac- 
tion division of this division of the weight consists of 40 to 50 per cent intracellular 
fluids and 20 per cent extracellular fluids. The latter fraction of this is 5 per cent plasma 
and 15 per cent interstitial fluids. 

The amount of fluid loss through respiration and the bowel is approximately 1,000 
c.c. Coller? has estimated the insensible loss of fluids at 1,000 to 1,500 c.c. daily. The 
total amount of fluids required for the average surgical patient then, is 2,500 to 3,000 
c.c. daily. 

A study of biochemical change in dehydration by Darrow and associates’, made 
at Yale and for a period in Texas, was instituted because of the high mortality rate in 
infant diarrhea. 

Darrow points to concomitant electrolyte disturbance in dehydration and serious 
loss of potassium from body cells, and emphasizes that administration of fluids must be 
made so as to restore electrolyte balance with water balance. 

The article credits Darrow with recommendation of a solution for this purpose of 
4.4 gm. of sodium bicarbonate per liter, 2.7 gm. of potassium chloride per liter and 
3 gm. of sodium chloride per liter. For use by continuous intravenous drip he suggests 
a diluted solution of 1 to 2 parts of 5 or 10 per cent dextrose, with an injection rate in 
infants of about 80 to 100 c.c. per kilogram for the first twenty-four hours. It is stated 
that the mortality from infant diarrhea has been considerably reduced with this therapy. 

The patient being prepared by an oral administration of food and fluids must of 
necessity consume 1,200 c.c. of fluids per se and will obtain 1,000 c.c. from solid foods 
and 300 c.c. by oxidation. Parenteral fluids should be given to supplement the oral 
intake if the patient has any difficulty ingesting these required essentials. When it be- 
comes necessary to prepare the patient by parenteral feedings, normal saline, protein 
hydrolysate and glucose are employed. The body requires but 6 gm. of sodium chloride 
daily, therefore, the amount of NaCl should not exceed 1,000 c.c. daily. When there 
has been an excessive loss through vomiting or diarrhea, additional chlorides or alkalis 
should be given accordingly. For the average patient, then, the preoperative preparation 
should include 500 to 1,000 c.c. of NaCl, 1,000 c.c. of protein hydrolysate and 1,000 
to 1,500 c.c. of 5 or 10 per cent glucose in plain water. Any extraordinary loss should 
be added to this basic total. The rate of administration of these parenteral fluids should 
not be too rapid. If the rate exceeds 200 or 300 c.c. per hour or 50 to 75 drops per 
minute, diuresis will be stimulated and further dehydration will result. 

Lichtenstein*, suggests a solution for fluid replacement in intestinal obstruction, 
containing 0.45 per cent sodium chloride and 2.5 per cent dextrose (in isotonic solution). 
He explains that this solution supplies an ample, yet not excessive amount of sodium 
chloride, and that 5 liters of this half strength solution would supply 22.5 gm. of sodium 
chloride, adequate for patients with intestinal obstruction having lost 2 to 3 liters of 
intestinal secretions and where parenteral therapy is continued for several days. 
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WHOLE BLoop TRANSFUSIONS 

The procedure of whole blood transfusicn is of inestimable value in proctologic 
surgery. The chronic loss of blood from lesions of the rectum and colon presents two 
problems; one anemia, the other hypoproteinemia. The severity of these ocnditions 
is directly dependent on the volume and rapidity of such loss. Transfusion of whole 
blood constitutes our best method of combatting the resultant altered physiology. Large 
quantities must be used. 

The recipient utilizes the plasma proteins to raise the blood and tissue levels of the 
body protein. This is borne out by the work of Whipple and his associates®, which in- 
dicates that the plasma proteins are in an interchangeable balance with the tissue pro- 
teins. Therefore, such replacement therapy has a three-fold purpose: (1) it restores 
blood volume, (2) it combats hypoproteinemia, and (3) it supplies iron to increase 
hemoglobin. 

In preparation of the bowel for surgery, the non-obstructed patient presents little 
difficulty. However, the importance of an empty gastrointestinal tract cannot be stressed 
too strongly. If the diet has been properly supervised and adequate amounts of intes- 
tinal antiseptics used, operative difficulties will be minimal. Usually 11/; ounces of mag- 
nesium sulfate followed by colonic irrigations twice daily for two days will sufficiently 
empty the lower bowel. If a recent examination of the bowel has been made by a roent- 
genologist, a flat plate of the abdomen is necessary the day before surgery, to assure that 
no barium residue is present. Should such foreign material be present, surgery should 
be deferred until it has been completely evacuated. 

The partially obstructed patient often can be emptied satisfactorily by high colonic 
irrigations providing there has been a free passage of gas, and the colon is not distended. 

The presence of total obstruction presents an entirely different problem. Here the 
bowel is distended, the gut wall thinned and the length shortened. Dehydration and 
death results from stasis, distention with gas and transudation of fluids and chlorides 
from the blood. In addition there is a loss of intracellular fluids, carbon dioxide reten- 
tion and a total salt loss. 

Wangensteen’s® work has contributed immeasurably in reducing the mortality 
from bowel obstruction. Much credit must also be given to the work of Abbott and 
Johnson’ and others. 

Distention can be reduced or controlled by continuous suction intestinal intubation 
to a point where primary resection is possible without a palliative transverse colostomy. 
However, if this cannot be accomplished in a reasonable length of time, a colostomy is 
imperative. 

The recent advances in chemotherapy have enhanced our ability to perform open 
procedures on the colon, and promoted primary healing. These therapeutic adjuncts to 
our armamentarium have also resulted in a lower over-all morbidity and more rapid 
convalescence. Postoperatively, penicillin, streptomycin and sulfadiazine give excellent 
results. Preoperatively sulfasuxidine is the drug of choice in preparing the colon. The 
dosages must be adequate, usually 8 to 9 gm. daily for a minimum of 4 days, for full 
therapeutic effect. The absorption of this agent is minimal, consequently the toxic re- 
actions fewer. We must be alerted, however, for any untoward reactions. 
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PREOPERATIVE SEDATION 


During the period of preparation for surgery, it is well to assure the patient of 
undisturbed sleep. This can be accomplished by the use of the barbiturates at bedtime. 
The patient should be allowed to sleep 8 to 10 hours. These extra hours of sleep will 
place the nervous system in positive balance. It may also be necessary to give mild 
sedation during the waking hours to allay apprehension. Undisturbed rest the night 
before surgery is especially important to the patient, anesthetist and surgeon; gen?ral 
anesthesia can be induced more easily and a lesser quantity will be needed for basal 
anesthesia. To be overzealous in preoperative medication, however, is dangerous. If 
the patient has rested well during the night and is not apprehensive, morphine and 
atropine or scopolamine, 114 hours before surgery is all that is needed. Just prior 
to the induction of anesthesia, we should ascertain the patient’s ability to move 
about at will and be conscious of his surroundings. A patient deeply depressed and 
unable to cooperate, should have surgery postponed until the next day in the absence 
of emergency. By so doing, the danger of anesthetic death will be greatly reduced. 


SUMMARY 


Increasing knowledge of the physiological reserve of the preoperative patient and 
the collateral circumstances that alter surgical disease, is a primary factor in the marked 
decline of postoperative complications, morbidity and mortality. 

Recognition of preoperative protein deficiencies, studied nutrition and vitamin 
therapy to build up glycogen reserve and maintain nitrogen balance, is emphasized. 

Control of fluid balance in the surgical patient is stressed. Recent advances in de- 
termination of efficient dosage in the administration of chlorides and hydrolysates has 
influenced this control, and some statistical data in this regard is presented. 

Whole blood transfusions have been found of inestimable value in proctologic 
surgery because of a chronic loss of blood in lesions of the rectum and colon. 

Careful preparation of the bowel for surgery and other precautionary measures de- 
scribed, have minimized the mortality in cases of total obstruction. 

Education of the laity to seek competent medical attention early is recommended, 
with special emphasis on symptoms of rectal diseases. 

Chemotherapy and the use of the new antibiotics have enhanced open procedures 
on the colon. 

A conclusion may be drawn that success of surgical therapeusis is directly depend- 
ent on thoroughness of preoperative preparation. 
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SKIN COVERING OF THE STOMA FOLLOWING 
RESECTION OF THE RECTUM* 


H. A. SPRINGER, M.D., M.Sc., F.I.C.S. 
Cincinnati, Ohio 


We will discuss the plastic operative procedure following resection of the rectum 
for carcinoma in patients with chronic diarrhea. These patients that are troubled with 
frequent bowel evacuations become invalids if the rectum is removed for a pathological 
lesion, whether the end of the bowel opening is left in the perineum or the stump is 
brought out through the abdominal wall. The constant movement of the intestinal 
excretion over the surrounding skin not only excoriates the skin causing pain, but the 
volume of the excretion and the liquid form makes it impossible for the patient to con- 
trol by mechanical means the excretion from wide spreading, soiling clothing and bady. 
It is also impossible to control the odor that is associated with large quantities of liquid 
stool. To overcome these difficulties we follow a special technic at the time of the 
resection so that the patient’s bowel excretions do not soil the wound, and then in the 
second stage perform a plastic skin flap operation covering the wall of the extruded 
bowel. 

To illustrate this method let us follow through a patient who gives the following 
history: A 67 year old woman entered the hospital with a right strangulated hernia 
and large hemorrhoids. The hernia was repaired. The patient did not complain of any 
bleeding or pain in the rectum, but she stated that she had had chronic diarrhea most 
of her life time. The patient also complained of discomfort from the large protruding 
hemorrhoids at intervals. After completing the hermiotomy, the rectum was dilated. A 
friable papillary growth 5 cm. from the anal outlet was found in the posterior wall. 
The lesion had a broad base 2!/, cm. in diameter. A biopsy specimen was removed. The 
pathological report was “papillary adenocarcinoma—grade II”. 

The patient was prepared for an abdominoperineal resection. In these elderly 
people it has been our experience that time is an important factor. Therefore, our pa- 
tients are always draped with the lower extremities placed in stirrups at about an angle 
of 45°. The drapes are so applied that after the abdomen is opened and explored, the 
associate begins to free that segment of the bowel to be removed, while the other sur- 
geon begins the dissection by freeing the rectum from below. By this method the two 
surgeons’ hands will meet in the hollow of the sacrum, and the time consumed will be 
approximately one-half. In freeing the loop of bowel it is important that as much 
mesentery as possible be removed with the bowel. This not only removes more widely 
the glands, but also the anastomosing branches of the blood vessels will be intact and 
will keep the exteriorized bowel viable. 


*Read before the Second Annual Convention of the International Academy of Proctology, 
San Francisco, Calif., June 23, 24, 1950. 
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Through a button-hole incision in the left abdominal wall the rectum with the sig- 
moid is exteriorized. We apply a few sutures connecting the sigmoid or descending 
colon to the abdominal peritoneum to prevent loops of small intestine from sliding down 
along the left gutter around the exteriorized loop of bowel. If this precaution is not 
taken there are reported cases in the literature of acute small intestinal obstructions oc- 
curring at this site. The exteriorized long loop is left covered with vaseline gauze for a 
distance of 6 to 8 inches. At this point the rectum is removed. A large colon tube is 
purse-stringed, but the tube must never extend more than 2 inches into the bowel. Ex- 
perience has proved that wherever the tube end touches the bowel a fistulous tract will 
form. This point should never be lost sight of by the surgeon, for it is our opinion that 
no purse-stringed drainage tube should be placed inside the abdominal cavity. Often 
catheters are placed into the lumen of the bowel. A similar fistula will form at the tip 
unless the catheter is placed some distance into. the bowel so that the tip can move with 
the waves of peristalsis. 


After the dressings are applied, they are not changed until there is evidence that 
there is a leakage where the drainage tube is purse-stringed into the end of the bowel. 
That usually occurs from the 7th to the 10th day postoperative. In order that the drain- 
age tube does not become blocked, 3 ounces of water are injected through the tube at 
three hour intervals to keep the secretion liquid. In the patient we are discussing, as 
much as 8 ounces of fecal material was expelled every 12 hours. When the dressings 
were changed on the 9th day, the usual fistulous tract was found in the bowel—2 inches 
from the end. We do not attempt the plastic procedure until the wound is healed and 
free from all evidence of skin necrosis at the point of contact with the bowel. We were 
able to place the long loop of bowel in a large, wide-mouthed bottle. It worked very 
well in keeping the patient clean from the large amount of intestinal excretion that 
passed daily. 


When the skin wound around the bowel was healed, the plastic procedure to cover 
the loop with skin was performed, two areas were selected. One flap to be elevated 
from the loose tissue lying toward the groin, the other flap to follow the loose tissue in 
the loin area. The design simulates a baseball cover. After the pattern is marked on the 
body, the skin is freed from the loop of bowel. Then the dissection is carried out, ele- 
vating the skin flaps as outlined in the pattern. The skin flaps are turned and carried 
around the bowel in the same manner as a cover is applied to a baseball. The skin ends 
are sutured together with silk. At the proximal end the skin is sutured to the bowel. 
The excess bowel can be removed, but we like to let the skin heal firmly, then remove 
the excess bowel. 


The patient we have discussed as an example was operated upon 34 months ago. 
She uses a 14 inch thickness of face tissue paper to cover the protruding skin, then slips 
a rubber glove over the tissue paper. The glove is held in position by a flat cord. She 
changes it 3 or 4 times a day by turning the glove edge back and dropping the filled 
tissue paper in the toilet bowl. We made a clamp for her similar to a Cunningham 
clamp for incontinence of urine, but the patient states that she heard the gurgling of 
the bowel and she was conscious of the bowel distention, since the movements are always 
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loose. By using the glove method she is comfortable, and there is no skin erosion, no 
soiling of the body, and no odor. 
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DIVERTICULOSIS—DIVERTICULITIS OF THE COLON* 


EDGAR SCOTT, A.M., M.D., F.I.A.P. 
Birmingham, Ala. 


Diverticulosis and diverticulitis of the colon, in their various attendant aspects, are 
receiving, finally, the appreciation, attention and analysis: the regard and respect; and 
the scientific study of which these conditions have long been deserving. 

The exact frequency of diverticulosis of the colon will never be known, inasmuch 
as a large percentage of people possibly possessing this condition are never cognizant of 
the fact—having been asymptomatic or never having been examined roentgenologically 
—or having never come to necropsy. In other words, this condition is usually “stumbled 
upon” rather than anticipated and confirmed by the various diagnostic media at hand. 
However, it is well agreed that the condition is much more common than was formerly 
thought. 

As deduced by the analyses of thousands of roentgenological and postmortem ex- 
aminations, from five to ten per cent of the population possesses this pathology. 

In an analysis of the last 50 cases admitted to and treated at the Jefferson-Hillman 
Hospital—one of the teaching hospitals of the Medical College of Alabama—in which 
a final diagnosis of diverticulosis or diverticulitis had been established, the following 
facts were ascertained with regard to the incidence of this condition. 

The percentages were :— 

(1) According to age groups:—under 40 years of age—2 per cent; from 40 to 50 
—11 per cent; from 50 to 60—29 per cent; from 60 to 70—26 per cent; and from 70 
to 80—32 per cent. 

(2) According to sex:—55 per cent male and 45 per cent female. 

(3) According to weight and stature:—75 per cent grossly overweight (a majority 
of these being obese). 

(4) According to site of involvement:—cecum and ascending colon—5 per cent; 
transverse colon—4 per cent; transverse and descending colon—4 per cent; transverse, 
descending and sigmoid colon—‘5 per cent; the descending colon—S5 per cent; the de- . 
scending and sigmoid colon—24 per cent; the sigmoid colon—40 per cent; the rectum— 
0 per cent; and the entire colon—16 per cent. 

The figures are comparable, in a general way, with those obtained by many indi- 
vidual investigators in much larger series of cases. 

A summation of these figures reveals that diverticulosis occurs in from five to ten 
per cent of the population; that it is most common in the older age groups, being ob- 
served most frequently in and beyond the fifth decade; that it is found in an approxi- 
mately 50/50 ratio with regard to sex; that the condition is most common in the sig- 


*Read before the Second Annual Convention of the International Academy of Proctology, 
San Francisco, Calif., June 23, 24, 1950. 
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moid region with the descending colon, cecum and ascending colon, transverse colon 
and the rectum involved in the aforesaid order. 

With regard to symptoms, the concensus of opinion (with which I agree, whole- 
heartedly) is that diverticulosis, in itself, is symptomless. Any symptoms or signs ap- 
pearing when there is present such a condition can be attributed (1) to an inflammation 
of the diverticula—a diverticulitis which, apparently, is so mild as to go unrecognized 
as such; (2) to some concurrent condition which is responsible for the clinical and 
laboratory findings rather than diverticulosis, per se. Therefore, it would seem that 
there is little to be gained from the history, physical or laboratory examinations, in 
making a definite diagnosis of diverticulosis in the majority of instances. 


The value of sigmoidoscopic examination directed toward making a diagnosis of 
diverticulitis is in dispute. Most investigators state that sigmoidoscopic examination in 
this respect is of very little, if any. value. However, in contradiction to this, for ex: 
ample, Buie reports that the sigmoidoscopic examination determined the diagnosis of 
diverticulosis in approximately 65 per cent of the cases studied by him at the Mayo 
Clinic. Naturally, the personal factor, such as experience in the use of the sigmoido- 
scope and the ability to determine and evaluate properly what is seen has a great deal 
to do with the value of this type of examination. 


On the other hand, there is uniform agreement that the barium enema and, more 
specifically, the barium-air double contrast enema is the most reliable method of making 
a diagnosis of diverticulosis. As a matter of fact, this particular procedure is respon- 
sible for the diagnosis in practically every case. Parenthetically, it may be stated, how- 
ever, that this type of examination is not infallible and that, without a doubt, in many 
instances, the presence of a diverticulum has not been recognized, due to the many sub- 
jective and objective factors involved. 


With regard to the treatment of diverticulosis—inasmuch as the majority of in- 
vestigators feel that this condition is an innocuous one—-such should be designed toward 
sustaining this status. First of all, it is imperative that the patient be informed fully as 
to the nature of the disease; the factors involved therein; and the various complications 
which might possibly ensue. The proper psychological approach should be employed— 
allaying any apprehension, worry or fear that might develop in the patient's mind—at 
the same time emphasizing those factors which will obtain and maintain the patient's 
interest and cooperation. 


Secondly, medical measures which should be instituted include sufficient rest; a 
bland, low-residue diet; the formation and maintenance of regular bowel habits with 
the avoidance of constipation and straining at stool—by means of one of the bulk-pro- 
ducing preparations such as metamucil, or a warm olive oil retention enema when, and 
if, either or both of these are found to be necessary; a high fluid intake; and antispas- 
modic and sedative drug preparations when indicated. 

Figures vary with regard to the percentage of cases of diverticulitis resulting from 
diverticulosis. In our series, the percentage was 24 per cent; however, a figure approx- 
imating 15 to 20 per cent is the average, as reported in the literature. Statistics with 
regard to incidence, site of predilection, etc., are comparable, for the most part, to those 
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found in diverticulosis. 

The increased interest in this condition, as exemplified by the many recent reports, 
may be attributed in part to the realization that it is not so uncommon as was once 
thought and, in part, to an appreciation of the fact that diverticulitis can be a very 
important surgical lesion both from the standpoint of diagnosis and treatment. 

It is readily recognized, as mentioned, that diverticulitis of the colon most com- 
monly occurs in the sigmoid colon. This condition, occurring elsewhere in the colon, 
has been considered a rarity until rather recently. Two such cases present in the trans- 
verse colon and over 100 cases occurring in the cecum and the adjacent portion of the 
ascending colon, have been reported since 1946 which attests to the fact that the con- 
dition is more common than was once thought to be the case. 

Diverticulitis may be confined to a solitary diverticulum or involve many divertic- 
ula. Accordingly, the severity of the disease is in direct proportion to the degree of 
inflammation. 


Symptoms and signs vary according to the pathological involvement. The path- 
ological course which a diverticulitis of the colon may pursue is as follows: 


(1) The disease may be so mild as to be unrecognized, undetected and undiagnosed 
-—the condition resolving without further ado. 

(2) If it is very acute, even so, it may still resolve. 

(3) If resolution does not take place and the disease picture progresses, an abscess 
may result which may either localize or rupture. 

(4) If it localizes, resolution may take place or the abscess may drain spontaneously 
into the parent bowel. 

(5) If the abscess should rupture, it may do so into the parent bowel or into the 
peritoneal cavity. 

(6) If the acute condition persists—not having resolved, or not having formed an 
abscess—it may form a fistula either of the external type, such as into the body wall, 
or of the internal type, into one of the adjacent viscera, such as into the bladder or a 
loop of bowel. 

(7) If such a condition occurs, the fistula may be single or multiple. 

(8) If the acute condition should resolve, it may recur at intervals with any one 
of the courses just described being again a possibility. 

(9) If the acute condition does not resolve or take any one of the courses described, 
it may become chronic. Such a condition may remain localized but more often pro- 
gresses into a condition known as peridiverticulitis with the formation of adhesions to 
adjacent viscera and/or an obstruction—most often partial—in the bowel itself. 

Symptoms and physical signs of diverticulitis of the colon, therefore, will vary 
according to the site of the involvement and depend upon the degree of inflammation 
and the type of complication which may or may not result. For instance, in the uncom- 
plicated case of diverticulitis, the symptoms, physical signs and laboratory findings, are 
comparable in every respect to those found in the so-called “textbook” picture of acute 
appendicitis, depending upon whether the condition be present in the right or left lower 
abdominal quadrant. Nausea, vomiting, low abdominal pain (either in the midline or 
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in the involved lower quadrant), disturbed bowel function (more commonly, constipa- 
tion), slight elevation of temperature, leucocytosis, and tenderness on palpation, are the 
usual findings. It is interesting to note that in the vast majority of cases of diverticulitis 
of the cecum (since practically all of these cases come to operation), a preoperative 
diagnosis of acute appendicitis was made. Indeed, rarely can the conditions of acute 
diverticulitis of the cecum and appendicitis be distinguished clinically. Even though the 
preoperative diagnosis of acute appendicitis had been disproved on the operating table, 
the condition often has not been recognized for what it truly was and major surgical 
measures were undertaken in the mistaken belief that cancer of the colon was present 
instead. 


The diagnosis of diverticulitis will be made more often if the possibility of such a 
condition, per se, is always kept in mind. In other words, if such a condition is looked 
for, the chances of finding them will be much greater. Furthermore, in every abdominal 
pathological condition which requires differential diagnosis, the possible complications 
of diverticulitis, which have been outlined to you previously, must be kept foremost in 
mind. X-ray examination, especially the barium-air double contrast enema, is the most 
reliable of all the diagnostic media. The diagnostic criteria of all the pathological con- 
ditions which enter into a differential diagnosis are familiar and there is no need to go 
into a discussion of these. 


An early, sincere and concentrated medical regime will eliminate the necessity of 
surgical intervention in 70 to 90 per cent of cases of acute diverticulitis. The underlying 
principle is to keep the bowel at rest; the diverticula empty; and complications at a 
minimum. The medical management is the same as that employed in diverticulosis. In 
addition, chemotherapeutic preparations, sulfasuxidine and sulfathaladine, preferably, 
and antibiotic agents, streptomycin and penicillin, particularly, should be employed 
early. 


The majority of cases of diverticulitis of the cecum and ascending colon are treated 
surgically, inasmuch as the condition is nearly always confused with acute appendicitis, 
as has been stated. At the time of operation, if the presenting pathology is an inflam- 
mation of a solitary diverticulum, the diverticulum should be excised by a wedge shaped 
incision, if possible. If the inflamed process is so extensive as to prohibit a local excision, 
conservative treatment is the procedure of choice—the possibility of spontaneous reso- 
lution being very good. A right hemicolectomy should only be done when it is impos- 
sible to differentiate this condition from that of carcinoma. 


Diverticulitis of the ascending and transverse colons should be treated according 
to these same principles. 


In diverticulitis of the descending and sigmoid colon, if the onset is abrupt and 
severe, and fails to respond early to medical management, surgical intervention should 
be instituted without delay. In many instances, surgery is withheld too long. It should 
be emphasized that surgery should not be thought of as just a means of last resort or 
considered only as a curative procedure. But, if used wisely, it is the surest and safest 
method of preventing complications more serious than those already at hand. 
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The usual complications requiring surgery are:— 

(1) Peridiverticulitis with or without abscess formation; 

(2) Perforation; 

(3) Partial or total obstruction; 

(4) Fistulae. 

Successful surgery depends upon defunctioning the diseased bowel and, following 
this, to institute the proper surgical measures as indicated. A transverse, double-bar- 
reled colostomy, preferably of the Wangensteen type, is the procedure of choice for 
defunctioning the bowel. 

The most common complication encountered is a peridiverticulitis with or with- 
out abscess formation. In either case, first a transverse colostomy should be done; the 
condition then should be treated conservatively with the chemotherapeutic and anti- 
biotic agents mentioned. If an abscess is present, this should be encouraged to drain 
into the lumen of the bowel—which it does in the majority of instances—by applying 
heat to the abdomen and irrigating the diseased bowel through the colostomy stoma. 
The abscess should not be attacked directly by incision and drainage, as is usually done, 
except as a last resort. 

The regression of the pathology with a restored bowel lumen should be evaluated 
by x-ray and sigmoidoscopic examination. When the process has subsided, it is a ques- 
tion whether to leave the diseased bowel in situ—the infection being latent—and the 
colostomy closed, or whether to do a resection. It is my opinion that a resection by the 
Paul-Mickulicz technic is the procedure of choice in order to achieve the best end-result. 

In partial or total obstruction in the descending or sigmoid region, a double-bar- 
reled colostomy of the Wangensteen type should be done, followed by a resection of 
the offending segment of the bowel—again employing the Paul-Mickulicz method. How- 
‘ever, in some instances, it is possible to do an end-to-end anastomosis with good results. 

Perforation of a diverticulum may be acute or chronic. If of the chronic variety, 
abscess formation is the usual result and should be treated accordingly, as previously 
outlined. In a case of acute perforation into the peritoneal cavity, immediate operation 
is indicated. Again, the diseased bowel should be defunctionalized, as described. Since, 
in a majority of instances, the perforation cannot be located, the omentum should be 
sutured over the inflammatory mass and a Babcock metal sump drain, or a similar drain, 
should be placed in the iliac gutter, in the pelvis, or in both. 

Probably the most serious complication that may occur is the formation of a fistula 
or fistulae into the adjacent organs. The most common complication of this type is a 
vesicocolonic fistula. In such cases, again, a transverse colostomy of the Wangensteen 
type should be done, followed by resection of the diseased bowel, and a partial or total 
resection of whatever particular viscera is involved. Again, in my opinion, the Mick- 
ulicz exteriorization procedure should be employed, even though an immediate end-to- 
end anastomosis or anterior excision with a permanent colostomy are technics preferred 
by many surgeons. It may be mentioned that in all cases where a closure of the colos- 
tomy is decided upon, this should not be done for several months—especially in elderly 
people—excepting in those cases where an immediate resection is performed with an 
end-to-end anastomosis. 





PR FR er = _ 


Baer 


| 











Scott—Diverticulosis—Diverticulitis of the Colon 197 


The prognosis in all cases of diverticulitis, from the simplest to the most compli- 
cated, depends in great measure on the patient-physician relationship. As has been 
stated, the vast majority of cases can be successfully treated by medical means. In those 
cases where surgery is necessary, an excellent end-result can be anticipated if the proper 
procedures are undertaken without delay when once they are deemed advisable. 
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RECTAL OR ANAL FISTULA* 


V. J. HITTNER, M.D. 
Seymour, Wisc. 


The Latin word fistula means pipe, and a piece of pipe has two openings, one at 
either end. Practically all anal fistulae originate in an anal crypt—hence, the term 
fistula-in-ano. 

The steps in the development of anal fistula may be summarized: 

First Stage:—Infectious material invades the anal crypts of Morgagni and the 
tiny vestigal anal ducts attached. 

Second Stage:—The infection is carried into the surrounding tissues by way of 
the lymphatics. 

Third Stage:—The infected tissue breaks down into an abscess, the signs and 
symptoms of which every one is familiar, namely, redness, local heat, swelling, tender- 
ness and pain. 

Fourth Stage:—The abscess ruptures or is incised and when drainage has been 
established the term fistula can be applied. 

The internal, or primary opening is usually single. The other, secondary, or ex- 
ternal, opening is usually single but may be multiple. Almost all rectal abscesses and 
fistulae are due to an infection higher up. Fistula may complicate episiotomy incisions 
by puncturing the rectal mucosa. The injection treatment of hemorrhoids, when in- 
correctly performed has been known to cause rectal fistula. 

The organisms usually found to be the cause of abscesses and fistula are B. colli, 
staphylococcus and streptococcus, typhoid bacillus, dysentery bacillus, tubercle bacillus, 
pneumococcus and gonococcus. 


The treatment of rectal fistula is fistulectomy. It may be advisable to postpone 
surgery for a short time in the acute cases and employ medical measures until the acute 
process subsides. Chemotherapy, sulfasuxidine or sulfathalidine orally, and the anti- 
biotics, penicillin and streptomycin may be given to advantage. 

Numerous surgical procedures have been advocated in the treatment of rectal 
fistula. All of them have some advantage. The treatment should be aimed at removing 
the rectal fistula and preventing its recurrence, with as little discomfort to the patient 
as possible. The two principle complications of rectal fistula have been recurrence and 
rectal incontinence. 


The method about to the described has been employed by me in 14 cases. A small 
number to be sure. However, the results were so uniformly good that it was deemed 
advisable to report it. 





*Read before the Second Annual Convention of the International Academy of Proctology, 
San Francisco, Calif., June 23, 24, 1950. 
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The usual preliminary preparations were employed, as repeated enemas, hypodermic 
and local preparation of the anus. The patient is placed on his back on the operating 
table with his legs suspended. In these cases general anesthetic was employed. The rec- 
tum is dilated and the internal opening of the fistulous tract is located. A thin, flexible, 
blunt-nosed, probe is gently passed through the fistulous tract and a piece of heavy silk 
is then drawn through. The skin over the tract is incised with a pointed cautery and 
the silk is tied snuggly around the portions of rectal sphincter and rectal mucosa, super- 
ficial to the tract. I have seen no objection to removing any hemorrhoids at the same 
time. The patient is returned to his room and remains in the hospital for an average of 
three days. The bowels are moved easily with mineral oil and the patient may return 
home and to work. There were no complaints of discomfort due to the silk. 

On an average of forty-seven days later he returns to the hospital, again is pre- 
pared by enemas, and under general anesthesia the structures enclosed by the silk are 
severed with a pointed cautery. The fistulous tract is also cauterized. A thin strip of 
vaseline gauze is placed in the area and the patient returned to his room. He remains 
in the hospital an average of two days. Mineral oil is again given orally for a few days. 
It is believed that the fibrosis produced by the silk prevents retraction of the rectal 
sphincter and no cases of recurrence or incontinence were observed in this series. 

Following is a chart of the 14 cases showing the age, sex, hospital stay during the 
first stage, period between stages, hospital stay during the second stage and the ulti- 
mate result. 








TABLE I 

Hospital Stay Time Hospital Stay Result—Complete 

First between Second Recovery—Under 

No. Age Sex Stage Stages Stage Observation for: 
1— 27 yrs. F 3 days 26 days 3 days 1 month 
2— 34 yrs F 3 days 40 days 1 day 2 years 
3— 54 yrs F 4 days 40 days 3 days 3 years 
4— 30 yrs F 1 day 16 days 1 day 3 years 
5— §7 yrs F 1 day 63 days 1 day 4 years 
6— 4 mo M 1 day 67 days 1 day 4 years 
7— 41 yrs M 5 days 61 days 2 days 4 years 
8— 24 yrs F 2 days 27 days 3 days 5 years 
9— 44 yrs M 11 days 73 days 3 days 5 years 
10— 29 yrs F 7 days 69 days 1 day 6 years 
11— 56 yrs M 5 days 38 days 7 days 6 years 
12— 53 yrs M 3 days 57 days 1 day 9 years 
13— 38 yrs. M 5 days 78 days 1 day 10 years 
14— 37 yrs. F 3 days 5 days 1 day 10 years 
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RECTAL SYMPTOMS AND THEIR IMPORTANCE 


LEON HIRSH, M. D. 
Cincinnati, Ohio 


A program for early diagnosis in affections of the anorectum should be carried to 
the layman. The Doctor, dealing with diseases of the rectum, should make the public 
aware of the necessity and the wisdom of early diagnosis. Many conditions of these 
organs are at first simple and easily corrected with proper treatment. However, every- 
one recognizes the fact that with neglect, they may become serious, entailing prolonged 
and difficult treatment with its accompanying disability and suffering. 

Early diagnosis is imperative in diseases of the anorectum. Infections may become 
extensive invading deeper structures. A fissure may go on to form an abscess and a 
fistula. A polyp may undergo malignant degeneration. A neglected rectal carcinoma 
forms metastases and thereby becomes a hopeless or inoperable case. These facts are 
known to the profession but not to the public. 

Of all the anorectal pathology, hemorrhoids without question always have claimed 
the most interest. This is universally true. So much so that the average layman does 
not seem to know that any other pathology can occur in this region, and usually refers 
to this rectal trouble as “piles”, “itching piles”, “bleeding piles’, “painful piles”, regard- 
less of what the true pathology might be. However, the layman’s diagnosis bears no 
relationship, and often his diagnostic nomenclature is incorrect. 

Hemorrhoids have been defined as anorectal swellings composed of varicosities of 
the branches of one or more hemorrhoidal veins. This might be supplemented by say- 
ing that they are varicosities perhaps produced by the destruction of the collagenous 
supporting fibrils. The presence of these varicosities indicates a degenerative state of 
the hemorrhoidal plexus area of the anal canal, in which the collagenous fibrils have 
been broken, torn, stretched and perhaps replaced or disappeared, and in which the 
veins are dilating with thinning of their walls, resulting in such complications as in- 
flammation, edema, ulceration and thrombosis. At this point it is wise to be reminded 
that all rectal bleeding should be considered as indicative of an underlying malignancy 
until proved otherwise. 

The patient, who presents himself complaining of pain following a bowel evacua- 
tion and a spot or two of blood, should make the examiner immediately suspicious of 
ulcer and he should look for the same. It should also be remembered that this condi- 
tion may lead to severe constipation and even semi-invalidism. 

Diarrhea and constipation also occur as symptoms of anorectal pathology and may 
point to trouble higher in the intestinal tract. This is also true of itching, not to men- 
tion the very common pain or bleeding or discharging symptoms. 

Prolapse of the anorectum is a pathologic descent with or without protrusion of 
one or more layers of the terminal end of the bowel down through the anus. Mere in- 
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spection is not enough, however, in this examination. Palpation and instrumentation 
should also be done wherever possible. 

Pruritus ani should never be dismissed with a mere prescription for some unguent. 
It should be remembered that pruritus ani may be based upon a history of fungus in- 
fection elsewhere, such as athletes foot or a history of irritating stools. A general and 
complete physical examination should always be made if at all possible. Pruritus should 
be looked upon as a symptom. As to whether it is a disease is quite a debatable ques- 
tion. 


Congenital malformations of the anorectum, of course, should always be discovered 
by the attending physician in the very first examination. Imperforate anus announces 
itself by failure of the appearance of meconium. Where there is no evidence of an 
opening, diagnosis may be facilitated by placing the patient in an upside down position 
to permit gas, trapped in the colon, to rise upward, the placing of a coin at the spot 
where the anal opening should be and held in place by adhesive, and then x-raying. This 
will aid in determining the approximate distance between the air bubble and the sup- 
posed anal opening. 

Congenital narrowing of the anal canal is often missed by the attending physician 
due to carelessness in examining the new born, this being a condition of which the 
general public knows essentially nothing. Of course there is an opening, but the anal 
canal should always be examined shortly after birth. Symptoms here may develop in- 
sidiously in gradually increasing constipation, and finally defecation becomes difficult 
and painful. How often do we see the infant being brought in by a young mother 
complaining of her baby being constipated and crying in pain with bowel movement. 
Here the physician must examine the anal canal. Certainly if the public were made 
aware of this condition, doctors would be compelled to make examination for it. 

Imperforate rectum is recorded in the literature. Here the diagnosis is made on the 
symptoms of failure of the appearance of meconium and subsequent symptoms of in- 
testinal obstruction. X-ray with the use of a coin as described above will establish the 
extent of the rectum. 

Many complicated anomalies have been reported pertaining to anorectal malforma- 
tion with vaginal communications heading the list. Chronic intestinal obstruction with 
varying degrees of ileus and sometimes cystitis may follow. Also, a fatal ascending 
pyelonephritis has been reported. The passage of meconium only during urination and 
thoroughly mixed with urine signifies an opening into the bladder. Continuous inter- 
mittent passage of meconium from the urethra strongly suggests a urethral communi: 
cation, although this rule is not infallible. 

A semi-annual examination of stools for occult blood has suggested the further 
need of x-ray examination and sigmoidoscopic examination. This might reveal malig- 
nant lesions of the intestinal tract much earlier than they are often found. To ignore 
the information revealed by the stool is illogical and negligent, comparable to ignoring 
information by urine analysis. Digestive residues give information as to the normality 
or abnormality of the vital organs associated with food digestion. A patient complain- 
ing of flatulence may have abnormal amounts of starch granules and fermentation, in- 
dicating deficient pancreatic enzymes. A patient with a functional diarrhea may have 
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a stool revealing an increase of connective tissue without gross or chemical blood, indi- 
cating a gastric achylia. A patient complaining of nervous instability and weight loss 
may have a parasitic or protozoan infection. 

An abscess of the anorectal region is the same as an abscess in any other part of 
the body but with this one great difference—anorectal abscess tends to be a complication 
of fistula! Anorectal fistula is the separating tubular contracted remains of an abscess. 
Usually the patient gives a history of an abscess which has been incised or opened spon- 
taneously. 

It is true that today our public is malignancy conscious, yet many die yearly of far 
advanced neglected carcinoma of the colon and stomach. It has been estimated that 1 
out of every 10 persons past the age of 40 will die of cancer. Carcinoma of the rectum 
and the sigmoid constitute about 4 per cent of all the cancers of the body. It is hoped 
that the time is not far off when treatment for anorectal colonic bleeding or diarrhea 
without previous proctoscopic, sigmoidoscopic and stool examination will be considered 
gross neglect. 
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EDITORIAL 


THE INTERNATIONAL BOARD OF PROCTOLOGY 


A careful study of information obtained by the World Medical Association indi- 
cates the need for International Certifying Boards. Our editorial of September, 1950, 
on Specialist Training, indicated the fact that the terms “consultant” and “specialist” 
are best defined in terms of local recognition. Thus. we found that a consultant is de- 
fined as “a medical practitioner whom his colleagues recognize as one worthy to be 
called in for advice and opinion by virtue of his special knowledge and experience.” 

The specialist is defined as “a medical practitioner who practices in one or more 
particular fields of medicine and is often a master of some special technic. He may not 
be as eminent as a consultant and his interests may be much more limited than those of 
the consultant.” 

We have found that the recognition of the consultant and the specialist is thus 
primarily based upon local evaluation of the talents of the practitioner. The emphasis 
is primarily on eminence in the area where he practices. In these definitions of the 
World Medical Association no mention is made of certification by corporate boards (as 
the American Boards) or other organizations. 

It thus becomes evident that if we are to have international standardization of 
recognition we must have International Boards based upon entirely different standards 
from those required by the American Boards. 

The definitions established by the World Medical Association must be followed in 
the conduct of this board, so that varying conditions throughout the world will be met. 
The major criterion for the recognition of a specialist, therefore, and certification by 
an International Board, becomes his acceptance or his rejection by his colleagues in the 
area in which he practices. 

Thus, the local County Medical Societies in the United States, and equivalent units 
in other countries, become the major evaluating agencies. 

Examinations thus become quite secondary in certification, particularly for men 
who already are established in their specialty, and whose experience and eminence are 
recognized by their colleagues. 

It is thus the privilege of the International Academy of Proctology to announce 
the establishment of the first International Board, The International Board of Proctology. 

A certificate of incorporation for the International Board of Proctology has been 
filed with the office of the Secretary of State of the State of Delaware, U- S.A., on the 
sixteenth day of March, 1950. 

This certificate reads in part as follows: 

“The objects or purposes to be promoted or carried on are: 

a) to formulate the principles of education and study for the guidance of 
physicians seeking to specialize in the science of proctology; 
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b) to improve and develop existing opportunities for the training of proc- 
tologists; 

c) to provide an opportunity for the recognition and judgment of the quali- 
fications and training of competent and responsible specialists in the practice of 
proctology; 

d) to conduct examinations of qualified physicians and to certify approved 
candidates as physicians who have been certified by the Board as specialists in the 
science of proctology, and to publish and circulate such lists of approved specialists. 


This certificate of incorporation has been signed by the author; by Dr. Earl J. 
Halligan, Jersey City, New Jersey and Dr. Henry A. Springer, Cincinnati, Ohio. 
Inasmuch as this is the first International Certification Board, the plan of organ- 
ization has been submitted to the World Medical Association; the Secretary of the 
United Nations; the Council on Medical Education of the American Medical Associa- 
tion; the Advisory Board for Medical Specialties of the United States, and the leading 
medical and surgical societies of other countries. 
Also, as this first International Board of Certification is established in the United 
States, American Regents will be designated before those of any other country. 
The major functions of the International Boards, and specifically the International 
Board of Proctology, may thus be outlined as:— 
1. The certification of those found to be qualified after meeting reasonable require- 
ments, (in accordance with the definitions and terminology of World Medical 
Association investigations), and 
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The improvement of existing opportunities for the training of proctologic 
specialists. 

The cooperating surgical societies that will be invited jointly to activate the Board 
are: 

The International Academy of Proctology 

The American Proctologic Society 

The International College of Surgeons 

The World Health Organization 

The World Medical Association 

Surgical Section of the American Medical Association 

The primary purpose of the Board is the establishment and maintenance of a high 
standard in the education and training of the proctologist. This Board is not intended 
to serve the same purpose as the American Board of Proctology, but is offered on a 
broader base and with a more extensional purpose. 

It is not the intent of the International Board of Proctology to offer opportunities 
for special privileges in the practice of proctology. Nor is it the purpose of the Board 
to establish requirements for membership on the staffs of hospitals. 

In the list of requirements will be found a group particularly covered by the defi- 
nitions of the World Medical Association, and their requirements for classification as 
a consultant or specialist (see p. 208) 
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It must be noted that every candidate’s final evaluation of acceptability is based 
upon recommendation of the Board’s advisors as to his professional ability as a proc- 
tologist, his ethical standing in the community and his strict limitation of work to proc- 
tology, in addition to evaluation of his training and his examination results. 

The organizational study, has been approved with the understanding that the Board, 
when activated, would retain the power to modify the proposed plan at its own dis- 
cretion. 

It must be recognized that this Board is a nonprofit organization, and all fees will 
be used for operating expenses, examinations, to aid in improving existing opportunities 
for the training of the proctologist, etc. The certificate issued by the Board attesting 
the candidate’s qualifications in proctology will be signed by its officers, and issued to 
the candidate who fully meets the requirements for eligibility and passes the examina- 
tions. This certificate is subject to revocation at any time, at the sole discretion of the 
Board. The Board requires that all candidates who receive a certificate must maintain 
high standards in the practice of proctology. 

Once again we must emphasize the fact that the International Board of Proctology 
is not intended to replace any other board, but is intended to provide certification 
throughout the world for those who are qualified in accordance with the standards 
established by the World Medical Association for the recognition of consultants and 
specialists. Although the criteria for certification by the International Board of Proc- 
tology are equally as high as those of the American Board of Proctology, the broader 
base of the international standards, the emphasis upon local recognition by the appli- 
cant’s colleagues, and the international scope of the board, provide a greater range of 
usefulness for the International Board of Proctology. 

Further, there is no conflict inasmuch as one of the major functions of the Inter- 
national Board of Proctology is to elevate the standards of proctologic practice through- 
out the world, rather than locally, and to establish international criteria rather than 
local, national standards. There is great need for the establishment of a better liaison 
among doctors throughout the world. 

THE AMERICAN JOURNAL OF PRrocToLocy, being the official organ of the Interna- 
tional Academy of Proctology, is the first voice to be heard throughout the world in 
representation of the interests of proctology. The International Board of Proctology is 
the first effort to coordinate and standardize the requirements for certification in the 
specialty throughout the world. 

Only by efforts such as these, on an international basis, can there be improved 
standards of medical education, medical care and health throughout the world. Indeed, 
we may expect vastly improved international relations as a result of such attempts at a 
“common language”. 

The International Academy of Proctology represents proctologists throughout the 
world: The World Medical Association represents the medical associations and doctors 
of the world, particularly in the fields of medical education and medical care. The 
World Health Organization of the United Nations represents the governments of the 
world in medicine, especially in the field of public health. International organizations 
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of this nature must, of necessity, cooperate to establish improved standards for medical 
education and medical care. The establishment of this first International Board, the 
International Board of Proctology, is a step in that direction. ALFRED J. CANTOR 











NEWS NOTES 
INTERNATIONAL BoaRD OF PRocTOLOGY ESTABLISHED 


The International Board of Proctology was incorporated under the laws of the 
state of Delaware on March 16th, 1950. 

The incorporators were Dr. Alfred J. Cantor, Flushing, New York, Dr. Earl J. 
Halligan, Jersey City, New Jersey and Dr. Henry A. Springer, Cincinnati, Ohio. 

The purposes of the Board, as outlined in the Certificate of Incorporation, include 
the formulation of principles of education and study for the guidance of physicians 
seeking to specialize in the science of Proctology; the improvement and development of 
existing opportunities for the training of proctologists; the conduct of examinations of 
qualified physicians and the certification of approved candidates as specialists in the 
science of proctology, and the publication and circulation of such lists of approved 
specialists. 

The requirements for certification for all candidates follows: 

General Qualifications:—1. A high level moral and ethical standing is essential. 

2. The professional activities of candidates must be limited 100 per cent to the 
practice of proctology. This includes diagnosis, preoperative and postoperative care. 
This qualification is essential for full certification as a proctologist. 

3. The general surgeon whose activities are partially limited to proctology may 
apply for certification in the special classification of: Proctology Within General 
Surgery. 

Professional Standing:—1. The candidate must be a graduate of a medical school 
of the United States or Canada recognized by the Council on Medical Education and 
Hospitals of The American Medical Association, or a graduate of a foreign school 
considered acceptable by the Board. 

2. The candidate must have completed an internship of not less than one year in 
a hospital approved by the above Council, or its equivalent (in the opinion of the 
Board) in the United States or abroad. 

3. The candidate must be a member of the American Medical Association or the 
corresponding Medical Association of the Country in which he resides. 

4. The candidate must be authorized to practice medicine in the Country, State, 
Territory or Province of his residence. 

Special Training:—To be considered eligible for certification by the Board candi- 
dates must satisfy the following requirements: 

Group I:—Four years of training in surgery and proctology in a graded residency 
in one or more institutions. The training programs of hospitals must be approved by an 
appropriate Committee of the Board, in addition to the approval of the hospital for 
graduate training by the Council on Medical Education and Hospitals of the American 
Medical Association or the International Academy of Proctology, or similar organiza- 
tion in foreign countries. 

One year of the four must be in proctology. 
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If the second year of a two-year internship is surgical, and in a hospital approved 
for graduate training, it will be acceptable as one of the above required four years. 

Group II:—In lieu of the requirements for Group I the Board may accept, at its 
own discretion, three years of residency training, followed by two years of study or 
practice of proctology. The latter two years may be taken under one certified by the 
Board. 

Each candidate must have three years acceptable training in general surgery and/ 
or proctology. 


Group III:—In lieu of the requirements of Group I or II the Board will accept 
five years of full specialization in proctology, to be accredited by the applicant's 
local County Medical Society and/or hospitals, (or the equivalent organizations in 
Foreign Countries). This is accepted in view of the fact that opportunities for proc- 
tologic training in residency or otherwise are few. 

A period of training in proctology as assistant or student of a fully accredited 
proctologist is also acceptable toward the five year period of specialization above desig- 
nated. This period, however, must be of at least one year duration. 


Group IV:—A surgeon who has been accredited by the American College of Sur- 
geons or the International College of Surgeons or a similar group in a foreign country 
will be considered qualified to apply for the examinations in proctology for full certifi- 
cation, if practice is limited to proctology, and for partial certification if practice is only 
partially limited. 


Group V:—Those applicants who have been graduated from a Class A medical 
school for more than ten years, and who wish certification in anorectal surgery only, 
shall be required to submit to the International Board of Proctology satisfactory evi- 
dence of training and experience, together with evidence of superior achievements in 
the ethical practice of proctology. They shall furthermore be required to pass suitable 
examinations on the subject and to submit, if thought advisable by the Board, surgical 
case reports, or demonstrate their competency to representatives of the Board. This 
method of certification shall terminate January Ist, 1954. 

Basic Sciences:—The importance of the basic sciences of anatomy, physiology, 
pathology, bacteriology and biochemistry in their particular relationship to proctology 
must be emphasized during the period of special training. The candidate will be exam- 
ined on this relationship to proctology. 

A credit of one year will be given for recognized graduate school courses in these 
basic school sciences if these courses are in an integral part of an acceptable university 
medical school. 

It is to be understood that the Board does not insist upon any special length of time 
to be spent in the study of basic sciences. However, knowledge of these sciences as ap- 
plied to clinical surgery and proctology will be required in the combination. 

Military Credit:—One year military credit will be allowed those candidates who 
were on active duty in the armed forces for one to two years and who entered these 
services prior to August 15th, 1945. Additional military credit may be given at the 
discretion of the Board if there is evidence of adequate surgical experience on a surgical 
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service under acceptable supervision. The maximum credit under these circumstances: 


will be two years. 
Further information concerning certification by the Board should be addressed to 


Dr. Alfred J. Cantor, 43-55 Kissena Blvd., Flushing, New York. 





TEACHING SEMINAR IN PROCTOLOGY 


The International Academy of Proctology will present its first teaching seminar on 
proctologic subjects, including the more recent developments, in the form of a sym- 
posium and round-table discussion. 

The session will be held in New York City, April 7th, 1951, with a definite date 
to be announced shortly. 

Registration for the seminar will be limited in number and open to licensed physi- 
cians who are members of the American Medical Association; State or County Medical 
Associations and graduates of an approved medical school. Admission to the seminar 
will be by card only. Preference in registration will be given to those affiliated with the 
International Academy of Proctology. 

A detailed program of the seminar will be published in the next issue of THE 
AMERICAN JOURNAL OF PROCTOLOGY. 

For registration or further information communicate with Dr. William Lieberman, 
Chairman, Seminar Committee, International Academy of Proctology, 1819 Broadway, 
New York 23, N. Y. 





NATIONAL GASTROENTEROLOGICAL ASSOCIATION 1951 PrizE AWARD CONTEST 


The National Gastroenterological Association again takes pleasure in announcing 
its Annual Cash Prize Award Contest for 1951. One hundred dollars and a certifi- 
cate of Merit will be given for the best unpublished contribution on Gastroenterology 
or allied subjects. Certificates will also be awarded those physicians whose contributions 
are deemed worthy. 

Contestants residing in the United States must be members in good standing of 
the American Medical Association. Those residing in foreign countries must be mem- 
bers of a similar organization in their own country. The winning contributions will be 
selected by a board of impartial judges and the award is to be made at the Annual 
Banquet of the National Gastroenterological Association in September of 1951. 

Certificates awarded to other physicians will be mailed to them. The decision of 
the judges will be final. The Association reserves the exclusive right of publishing the 
winning contribution, and those receiving certificates of merit, in its official publication, 
THE REVIEW OF GASTROENTEROLOGY. 

All entries for the 1951 prize should be limited to 5,000 words, be typewritten in 
English, prepared in manuscript form, submitted in five copies, accompanied by an en- 
try letter, and must be received not later than 1 June 1951. Entries should be addressed 
to the National Gastroenterological Association, 1819 Broadway, New York 23, N. Y. 
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MIssIssiIpPI VALLEY MEDICAL SociETY 1951 Essay CONTEST 


The Eleventh Annual Essay Contest of the Mississippi Valley Medical Society 
will be held in 1951. The Society will offer a cash prize of $100.00, a gold medal, and 
a certificate of award for the best unpublished essay on any subject of general medical 
interest (including medical economics and education) and practical value to the gen- 
eral practitioner of medicine. Certificates of merit may also be granted to the physicians 
whose essays are rated second and third best. Contestants must be members of the 
American Medical Association who are residents and citizens of the United States. The 
winner will be invited to present his contribution before the Sixteenth Annual Meeting 
of the Mississippi Valley Medical Society to be held in Peoria, Ill., Sept. 19, 20, 21, 
1951, the Society reserving the exclusive right to first publish the essay in its official 
publication—the MISSISSIPPI VALLEY MEDICAL JOURNAL (incorporating the 
RADIOLOGIC REVIEW). All contributions shall be typewritten in English in 
manuscript form, submitted in five copies, not to exceed 5000 words, and must be 
received not later than May 1, 1951. The winning essays in the 1950 contest appear 
in the January 1951 issue of the MISSISSIPPI VALLEY MEDICAL JOURNAL 
(Quincy, Illinois). 

Further details may be secured from Harold Swanberg, M.D., Secretary, Missis- 
sippi Valley Medical Society, 209-224 W. C. U. Building, Quincy, Illinois. 














ABSTRACTS FOR PROCTOLOGISTS 


RECTOSIGMOIDECTOMY WITH ANASTOMOSIS IN CARCINOMA OF RECTUM AND 
RECTOSIGMOID. R. Russell Best. J. Internat. Coll. Surg. 13:203-208 (Feb.), 1950. 
Five year cures following radical abdominoperineal resection average 55 per cent. In anas- 

tomosis at or below the peritoneal reflection in the pelvis, Best employs the open technic; else- 

where he does a closed anastomosis over the Rankin clamp. He avoids a permanent colostomy 
when possible. 

Abdominal dissection with abdominal resection and anastomosis is used for lesions of the 
rectosigmoid or rectum when the lower margin of the tumor is at least 3 inches (7.5 cm.) from 
the external anal margin. 

Abdominal dissection with posterior resection and anastomosis is performed when the lower 
margin of the tumor is at or below the 3 inch (7.5 cm.) level but above the one and one-half 
inch (4 cm.) level. 

Posterior dissection with posterior resection and anastomosis is not adequate for carcinoma 
of the rectum. 

When the pelvic peritoneum is closed below the suture line, no drain is employed; but if 
this pelvic peritoneum is closed above the suture line, a drain is placed in the hollow of the 
sacrum. 

Abdominoperineal resection practically always destroys sexual activity, regardless of the 
patient’s age. Following rectosigmoidectomy with anastomosis, there is less likelihood of com- 
plete destruction of sexual function. Haro_p NEIFELD 





MANAGEMENT OF CANCER OF THE LOWER PART OF BOWEL. H. E. Bacon and 

R. J. Rowe. Arch. Surg. 59:1278-1288. 

The series studied includes 640 patients with cancer of anus, rectum, and sigmoid. Each 
patient to be carefully evaluated before surgery. Evaluation to include liver function, state of 
hydration, and degree of obstruction. Routine study includes complete blood counts, hemoglobin, 
and hematocrit values, intake and output of fluids with specific gravity studies of urine. Blood 
chemistry to include fasting blood sugar, blood urea, serum protein: with albumin-globulin ratio 
and blood-type with Rh factor. Studies of heart by electrocardiogram and chest by x-ray. 
Nutrition must be in balance with emphasis on proteins, vitamins and carbohydrates. 

Bowel preparation is accomplished best with phthalyl-sulfathiazole in doses 0.1 gm. per kilo 
body weight, avoiding large doses of cathartics. Operative procedure should be designed to re- 
store sphincter function and completely extirpate the growth, and the abdominoperineal proc- 
tosigmoidectomy adequately meets the qualifications. 

The postoperative complications most frequently encountered are: 1. Postoperative Ileus; 
2. Thromboembolism; 3. Atalectasis; 4. Genitourinary; 5. Wound complications. C. H. BENAGE 





CANCER OF THE LARGE INTESTINE COMPLICATED BY PREGNANCY. M. Schlemen- 

son, F. E. Rubovitz, B. Abrams. J. Internat. Coll. Surg. 13:96-7, (Jan.), 1950. 

Cancer of the large intestine complicated by pregnancy is rare. The authors’ case with 
those of Banner, Hunt, Dixon, Finn and Lord and Der Brucke form a total of 71 cases reported. 
The mortality rate of both mother (63 per cent of 41 cases) and child (50 per cent of 62 cases) 
is high. In the cases diagnosed early in pregnancy immediate surgical treatment by the most 
feasible method is indicated; whereas later in pregnancy the fetus is delivered by either cesarian 
section or induced labor, followed after an appropriate interval, by treatment of the cancer. 
Only one case (that of Finn & Lord) of acute intestinal obstruction due to cancer in pregnancy 
has survived operative interference. HAROLD NEIFELD 





THE MORE COMMON RECTAL CONDITIONS. W. J. Rosser, J.M.A. Alabama, (Jan.), 
1950. 
An excellent paper describing the more common rectal conditions, as observed in the 
doctor's office. The symptoms and signs of these conditions are outlined. The proper type of 
examination and treatment pertaining thereto are discussed. EpGar SCOTT 





DUPLICATION OF ALIMENTARY TRACT. G. F. Helwig and W. M. Mills. J. Kansas M. 

Soc., 51:54-56. 

These anomalies are rare but when found are usually associated with small intestines. They 
may be spherical or tubular and variable in size, and the structure closely resembles the gastro- 
intestinal pattern. These malformations are called enterogenous cysts—enteric cysts—inclusion 
cysts—ileum duplex and giant diverticulum. Meckel’s diverticulum is not similar. The embry- 
ology is that a group of epithelial cells along the alimentary tract that normally disappear, may be 
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pinched off, and develop into a duplication. These anomalies are usually found in infancy and 
childhood, and mostly in males. There are no characteristic symptoms, clinically or roent- 
genologically. The treatment is resection of the anomaly and adjacent bowel for the blood supply 
is the same. C. H. BENAGE 





HEMORRHOIDECTOMY. F. M. Al Akl, Modern Med.; pp. 60-64; (Mar. 1), 1950. 

Fifteen surgical technigrams are used to illustrate hemorrhoidectomy. The jack-knife posi- 
tion is used with regional anesthesia, because it affords good exposure and an accessible opera- 
tive field. The lithotomy position, which is easier for the patient, is used when a general 
anesthesia is administered. 

Neat incisions and careful dissection of the hemorrhoidal masses reduces the patient's dis- 
comfort, and eliminates the use of rectal tubes and oily anesthetic injections. NORMAN ALBERT 





DIVERTICULA OF THE COLON, A report of 274 cases. E. J. Morhous, New York State 

J. Med. 50:689-692 (March 15), 1950. 

Colonic diverticula, saccular protrusions from the lumen of the large bowel, are of two 
types: a congenital, true or prenatal type, whose wall consists of the three layers of the colon 
(mucosal lining, a muscular coat and an outer serosal layer) and an acquired, false or postnatal 
type, whose wall is composed of only two layers, an inner mucosal and an outer serosal layer. 

It occurs primarily in adult life, and was found in 0.4 per cent of the patients admitted at 
the Mayo Clinic in one year. Of 274 cases studied, three were associated with carcinoma of the 
colon, two of these being associated with carcinoma of the sigmoid. 

The barium enema was the most valuable diagnostic aid giving the diagnosis in 82.8 per 
cent of the cases in this series, and showed rounded, knoblike extensions from the lumen of the 
colon, predominantly in the sigmoid area. 

Surgery is never indicated in uncomplicated diverticula, but is reserved for the complica- 
tions of diverticulitis. Haro_tp NEIFELD 





FUNGUS INFECTION OF THE RECTOSIGMOID JUNCTION. Malcolm S. Campbell and 
A. J. Shillitoe. The Lancet, 350 (Feb. 25), 1950. 
A case of fungus infection of the rectosigmoid junction, presumed to be a rectal neoplasm, 
is reviewed, the findings of which were discovered at postmortem examination, the patient having 
died from hypertensive cardiac fai‘ure. Epcar Scott 





CARCINOMA IN FISTULA-IN-ANO. J. M. Miller and R. J. Lepin. Postgrad. Med. 7:135-136. 

Fistula-in-ano usually develops at the dentate line, where cylindrical cell, gland-bearing 
epithelium and squamous epithelium are in contact. 

Rosser has offered three criteria: first; the fistula should have existed long enough to ex- 
clude the reasonable possibility that the carcinoma antedated the fistula. Second, a tumor should 
not be present in the anal canal or rectum unless the neoplasm is definitely secondary. Third, 
the primary or internal opening should be in an anal crypt or ulcer, and not in malignant tissue. 

The most common type of malignancy reported complicating fistula-in-ano is squamous cell 
carcinoma. 1. H. BENAGE 





AMEBIASIS (AMEBIC COLITIS): PRESENT DAY MANAGEMENT. J. Arnold Bargen, 

Illinois M. J. 129-136. (March), 1950. 

Amebiasis was at one time considered a disease of the tropics, but it has since been found 
to be universal in distribution. Sanitation seems to be a factor, but Massie suggested its origin 
may be found in the corner grocery store. 

Symptoms of amebiasis are variable, including spells of diarrhea, coming suddenly, with 
passage of blood and large amounts of mucus, accompanied by tenesmus. Complaints of pain 
over the region of the appendix or gallbladder, and reflex gastric symptoms may be noted. A 
common history is of recurrent exacerbations of diarrhea. Typical stools in acute cases are often 
reddish brown, and may contain dark brown streaks of mucus. Digital investigation of the rec- 
tum is of little value, and if ulcers are present, they cannot always be distinguished from those 
of tuberculosis. Absolute diagnosis of amebiasis is dependent on the findings of Endameba 
histolytica in the feces. 

Distant inflammatory conditions complicate or occur in association with infection by Enda- 
meba histolytica; particularly abcess of the liver, lungs, and brains. 

Emetine hydrochloride is given hypodermically, 1 grain (0.065 gm.) every 12 hours until 
6 grains (0.4 gm.) have been given. At the same time 0.25 gm. of carbarsone or aldarsone is 
given 3 times a day until 3 gm. (12 capsules) have been given. After administration of car- 
barsone or aldarsone has been stopped, 0.25 to 0.5 gm. of diodoquin is given three times daily 
for 7 days. NorMAN ALBERT 
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CARCINOMA OF THE COLON AND RECTUM. H. B. Sutton and J. W. Hirshfeld, New 

York State J. Med. 50:673-678 (March 15), 1950. 

Though the colon, including the rectum, is the most common site of cancer, the doctor in 
general practice sees about 3,000 patients before encountering one with cancer of these areas. 
From 50-75 per cent of the cancers of the colon and rectum occur at or distal to the rectosigmoid. 

Carcinoma of the colon can only be diagnosed by means of the barium enema, whereas 
diagnosis of carcinoma of the rectum requires the use of the finger and proctoscope or sig- 
moidoscope. 

The symptoms of carcinoma of the rectum and rectosigmoid are: bleeding (slight or pro- 
fuse), change in bowel habit (frequent desire to go to stool, vague sense of rectal fulness, mucus, 
loose stools), abdominal cramps of increasing severity (in more advanced lesions), hemorrhoids 
ng first sign) and urinary tract symptoms if the growth is adherent to the bladder, ureter 
or kidney. 

In lesions of the left half of the colon the symptoms are of an obstructive character: in- 
creasing constipation, occasional crampy abdominal pains, increase in the size of the abdomen, a 
bloated feeling and occasional attacks of diarrhea. 

Lesions of the right half of the colon may manifest themselves by vague dyspeptic symp- 
toms, or a profound anemia and weakness, or an asymptomatic mass in the right side of the 
abdomen or by symptoms imitating an attack of acute appendicitis or abscess of the appendix. 

Haro_p NEIFELD 





ACUTE DIVERTICULITIS OF THE CECUM AND ASCENDING COLON: Richard E. 

Shaw and J. Siegler. The Lancet, 114-115 (Jan. 21), 1950. 

A case of acute diverticulitis of the ascending colon is described. According to the author, 
the condition cannot be differentiated clinically from acute appendicitis and at operation often 
resembles carcinoma of the cecum. It is recommended that diverticulectomy be performed, when 
possible; otherwise, conservative treatment is in order with diverticulectomy later. Epcar Scott 





PILONIDAL DISEASE. Gabriel Cortes “Clinical Symposium”, 2:50-57. 

Fundamentally the origin is epithelial rests becoming active. Stone called attention to simi- 
larity between such congenital anomalies and the preen gland found in certain birds. 

Pilonidal disease affects three males to one female and most often requires attention between 
ages of 20 to 25. The two most constant signs are abscess formation and the presence of a 
sacrococcygeal sinus. 

There are two general methods of dealing with the disease, one is a direct attack upon the 
sinus and the other is “encompass and excise”’. 

The direct attack is incision, drainage with mushroom catheter until marsupialization of the 
cyst has been accomplished. Second,—excision can be accomplished by cautery, and bleeding 
is minimized. Excision “en bloc” with the edge of the glutus maximus severed and mattress 
silver wire fastened with Pope plastic stay on the opposite side provides proper protection over 
bone structure, prevents dead space, eliminates tension and increases blood supply, all of which 


permits primary closure in all cases in which extensive block excision has been used. 
C. H. BENAGE 





WOUNDS OF THE BUTTOCKS AND RECTUM WITH SPECIAL EMPHASIS ON PROC. 

TOSCOPY. Isidore A. Feder, Mil. Surgeon, 106: No. 2, (Feb.), 1950. 

The article deals with the author’s experiences in treating wounds of the buttocks and rec- 
tum during the last war. 

The article stresses the importance of thorough examination wherever possible. Proctoscopy 
was done on practically all patients reported on. Exceptions were when rectal injury was ob- 
vious to the naked eye or where wounds were so situated that the patient could not be placed in 
a suitable position. Or, thirdly, where wounds were of a minor nature such as superficial abra- 
sions or lacerations. A fourth classification that did not require proctoscopy was where x-ray 
showed foreign body to be situated subcutaneously under the wound of entry. Emphasis is placed 
on the importance of peritonized and nonperitonized relationships. 

The author stresses the frequent occurrence of rectal injuries with wounds of the buttocks. 
A statistical analysis of 668 patients with buttocks wounds is presented. 16 per cent of those 
endoscoped showed evidence of rectal injury. Early recognition of rectal perforations by the 
scope contributed materially to the prevention of serious infections in the author's series. Mor- 
tality rate was 8 per cent. Leon HirsH 
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SOLITARY DIVERTICULITIS OF THE CECUM A SIMPLE METHOD OF MANAGE- 
MENT. J. P. Cangelosi and L. G. Khedroo. J. Internat. Coll. Surg. 13:192-196, (Feb.), 
1950. 

Solitary diverticulum of the cecum is rare. It usually occurs in persons over 35, is twice as 
frequent in males, and preoperatively is indistinguishable from acute appendicitis. 

If the diverticulum is on the lateral or the anterior portion of the cecum, a simple resection 
is done, like that of an acutely inflamed and suppurating appendix. 

If the diverticulum is situated close to the ileocecal valve, exteriorization of the cecum with 
its pericecal mass is performed. The peritoneum and fascia are closed above and below this 
exteriorized bowel. The skin is left open at the center of the wound. After 48 hours, the diver- 
ticulum is excised and the skin edges are approximated with interrupted dermal sutures. If the 
diverticulum has perforated, or is undergoing abscess formation, this procedure cannot be fol- 
lowed. Haro_D NEIFELD 





THE EVALUATION OF PROCEDURES AND FINDINGS IN PROCTOLOGIC EXAMIN- 

ATIONS. Marion C. Pruitt. Southern M. J. p. 346, (April), 1950. 

A review of the proper form of proctologic examinations comprising history, posture in 
examination, lubrication, inspection, palpation, digital rectal examination, bidigital rectal exam- 
ination, bidigtal rectovaginal examination, biopsy, x-ray, and laboratory examination, with an 
evaluation of each is presented. 

A short discussion of amebiasis, polyposis, and pruritus ani is also included. Epcar Scott 





SURVEY OF ANESTHESIA FOR INTRAABDOMINAL OPERATIONS. J. W. Pender. 

J. Kansas M. Soc., 50:581-586. 

Premedication seems best met in using Dilaudid with a belladonna derivative, usually ad- 
ministered about one hour before surgery. 

No single agent or method is suitable for all cases, but a combination of agents seems to be 
most satisfactory. For example, anesthesia may be started with pentothal sodium, or cyclopro- 
pane curare, or ethyl ether may be used for maintenance with an endotracheal tube inserted for 
safety. C. H. BENAGE 





A TEN YEAR STUDY OF CARCINOMA OF THE RECTUM AND COLON. J. H. Garlock 

and S. H. Klein. Arch. Surg. 59:1289-1303. 

There were 910 cases studied: 549 cases on ward service and 361 cases in private practice. 
The private cases sought aid earlier than ward patients, thus morbidity and mortality were so 
influenced. The survivors on long term basis had no lymph node involvement at the time of 
operation. C. H. BENAGE 





SURGICAL MANAGEMENT OF MALIGNANT LESIONS OF THE COLON. C. J. Hunt. 

J. Internat. Coll. Surg. 13:172-176, (Feb.), 1950. 

The right side of the colon has a thin muscular wall, a semiliquid content, properties of 
fluid absorption, is larger and has a greater lumen than the left. 

The left transverse and left colon receive their blood supply from the inferior mesenteric 
artery and progressing distally become a cylindrical tube for the collection of residue with strong 
cylindrical and longitudinal muscles. 

Lesions of the right colon grow out into the lumen, producing large ulcerating fungating 
growths which bleed, become infected and cause profound anemia. Lesions at the hepatic 
flexure usually produce obstruction by angulating the bowel. Lesions of the splenic flexure are 
usually of a slow progressive obstructive type, those of the descending colon and sigmoid usually 
annular and more or less constrictive and those of the rectosigmoid constrictive and frequently 
obstructive. 

Lesions of the right colon rarely require preliminary ileocolostomy, those of the splenic 
flexure require preliminary cecostomy, of the descending colon and sigmoidcecostomy or colos- 
tomy of the transverse colon, and those of the rectosigmoid require preliminary colostomy, 
preferably of the right transverse colon. HAROLD NEIFELD 
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TREATMENT IN PROCTOL@GY—Robert Turell, B.S., M.D., Attending Proctologist, Hill- 
side Hospital; Adjunct Surgeon in Proctology, Montefiore Hospital.. Adjunct Surgeon in 
Proctology, Beth Israel Hospital; Senior Clinical Assistant, Rectal Clinic, Mount Sinai Hos- 
pital, New York. 258 pages, 85 figures, Williams and Wilkins Company, Baltimore, Md., 
1949. Price $7.00. 

Treatment in Proctology is constantly changing and progressing. Thus, any text that limits 
itself to this phase of the specialty must of necessity be dated. For example, the discussion on 
the sulfonamides and antibiotics, although complete as of the date of the text, are now outmoded. 
The newer antibiotics, such as aureomycin and chloromycetin, are not discussed. 

Ambulatory operative treatment is dismissed with a brief paragraph and with a statement 
that such therapy is “usually incomplete in scope and hence only palliative in character”. This 
statement has no basis in fact, inasmuch as ambulatory operative therapy is just as extensive and 
the results equally as good as hospital operative therapy in the same type of case. Indeed, the 
present trend toward early and immediate ambulation is extending into all fields of surgery. 

Similarly, the section on anesthesia expends little effort on the discussion of caudal anes- 
thesia. Yet caudal anesthesia is entirely safe, simple to perform, very effective, and offers a use- 
ful technic for both ambulatory and hospitalized patients. 

The text is otherwise well written, although necessarily incomplete due to its brevity of form. 
The illustrations are excellent. The section on Surgical Diathermy, particularly in its relation to 
polyp removal, is very well iliustrated. 

Although the sections are too brief to be of special value to the qualified proctologist, (aside 
from the discussion of tattoo for pruritus ani) the text may be of interest as part of the proc- 
tologist’s library. 





EXPERIMENTAL SURGERY—J. Markowitz, M.B.E., M.B., Ph. D., M.S. in Exp. Surg., Asso- 
ciate Professor of Physiology, University of Toronto; formerly Assstant in Division of 
Experimental Surgery and Pathology, Mayo Foundation, Rochester, Minn. Second edition, 
559 pages, 330 figures. Williams and Wilkins Company, Baltimore, Md., 1949. Price $7.00. 
Experimental Surgery is one of the best technics of instruction in medical schools. Indeed, 

it has become exceedingly popular in postgraduate teaching and in the veterinary profession. 

The author rightly regards experimental surgery as a branch of physiology. We may credit 
such surgery with the development of the present day operations in congenital heart disease, 
and for the treatment of peptic ulcer by vagal section. 

The good surgeon must have an expert knowledge of anatomy, physiology, pathology and 
biochemistry. If we add to this an expert technic, we would certainly have a capable surgeon 
as the product. 

This text offers an important means of teaching such surgical skill. It may be highly recom- 
mended for the general surgeon as well as the specialty surgeon. 

It is beautifully illustrated and well written. The first edition has long been a favorite of 
this reviewer, and the second edition further emphasizes his enthusiasm. 





HANDBOOK OF SURGERY—Eric C. Mekie, M.B., Ch.B., F.R.C.S., F.I.C.S., Professor of 
Clinical Surgery, King Edward VII, College of Medicine, Singapore; formerly University 
Tutor, Royal Infirmary, Edinburgh; Assistant, Department of Clinical Surgery, University of 
Edinburgh; Surgical Specialist, Military Hospital, Scottish Command; and Ian MacKenzie, 
M.B.E., M.B., Ch. B., F.R.C.S., First Assistant, Department of Surgery, University of Dur- 
ham; formerly Rockefeller Research Fellow, New York; Bert Memorial Research Fellow, 
Department of Surgery, University of Edinburgh; Surgical Specialist, R.A.M.C. Foreword 
by the late Sir John Fraser, Bart. M.C., M.D., Ch. M., F.R.C.S. Second edition. 782 pages, 
29 figures. Williams and Wilkins Company, Baltimore, Md., 1949. Price $6.00. 

The second edition of the Handbook offers separate sections on Chemotherapy, excellent 
sections on Bone and Joint Injuries, and revision of the sections on Surgery of the Spleen and 
Diabetes, as well as the section on Radiation Therapy. 

The book is well written and will be of particular value to students. 

The Handbook must be considered a supplement to full-scale surgical text books. As such 
it is of real value. 

For the proctologist the section on the Rectum and Anus will be of particular interest. The 
presentation is brief, in keeping with the principle of the text, but accurate. 





CYTOLOGIC DIAGNOSIS OF CANCER—The staff of the Vincent Memorial Laboratory of 
the Vincent Memorial Hospital; a Gynecologic Service affiliated with the Massachusets Gen- 
eral Hospital, Boston, Mass.; The Department of Gynecology, Harvard Medical School; 
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published under the sponsorship of the American Cancer Society. 229 pages with 153 

figures. W. B. Saunders Company, Philadelphia, Pa., 1950. Price $6.50. 

The Vincent Memorial Laboratory has used the Cytologic method extensively since 1942. 
Seventy-seven hundred cases have been studied by vaginal smears, 450 by smears of sputum or 
bronchial aspiration, 400 by smears of urine sediment, 250 cases by serous fluid examination, and 
400 cases of smears of gastric secretion. This material is presented as a guide for interpretation 
of smears. 

Since the fine contributions of Drs. Papanicolaou and Shorr relating to cytologic study of 
vaginal smears, interest in this technic has grown rapidly. Study of exfoliative cytology has ex- 
tended to other regions of the body. The author of this text, Mrs. Ruth M. Graham, and her 
able staff of technicians, have had great experience in the application of the cytologic method. 
The book is well written and well illustrated. 

Each chapter is appropriately arranged to begin with a histologic section of tissue, followed 
by a photomicrograph and a colored drawing of desquamated cells. Variations from the typical 
are then shown, and difficulties in interpretations are discussed. 

The attempted classificiation, although necessarily incomplete, is useful for teaching pur- 
poses. 
When we leave the field of vaginal smears we are entering an experimental, and as yet 
incomplete area of study. However, the experience of the Vincent Memorial Laboratory staff 
will be of great value to the student cytologist. 

Nothing is said about carcinoma of the rectum. This is just as well, inasmuch as the usual 
exfoliative cytology technics are not easily applicable to the rectum. However, the technic de- 
scribed by this reviewer in which material is scraped from the surface of a suspicious lesion, as 
seen through an endoscope, and immediately smeared and stained by Papanicolaou method, is 
of value in making a rapid diagnosis of malignancy. 

This text can be recommended without reserve for all students of the cytologic technic for 
the diagnosis of cancer. 





CLINICAL ASPECTS AND TREATMENT OF SURGICAL INFECTIONS—Frank Lamont 
Meleney, M.D., F.A.C.S., Associate Professor of Clinical Surgery, College of Physicians and 
Surgeons, Columbia University; Associate Visiting Surgeon, Presbyterian Hospital, New 
York City. Foreword: Allen O. Whipple, M.D. 840 pages with 287 figures. W. B. Saunders 
Company, Philadelphia, Pa., 1949, Price $12.00. 

This volume is an important contribution to the literature of surgery. No one is better 
qualified than Dr. Meleney to discuss the bacteriology of infections and their therapy. The text 
is a remarkable and valuable diagnostic and therapeutic contribution. All material is extensively 
documented, and is based upon the author’s tremendous experience. 

The original work of the author on undermining burrowing ulcers, hemolytic streptococcal 
infections and progressive bacterial synergistic gangrene, as well as his more recent studies of the 
antibiotics (particularly bacitracin), thoroughly qualify him for the writing of this excellent 
volume. 

The sulfonamides and antibiotics are fully appraised and their application to surgical in- 
fections is related in detail. Illustrative cases from the experience of the author and his associates 
are of great clinical interest. 

The need for close association between the surgeon and the bacteriological research labora- 
tory is thus amply demonstrated. Of particular interest to the proctologist is the extensive chap- 
ter on surgical infections of the colon.- In this section will be found a careful study of granulomas 
of the colon (tuberculosis of the cecum, lymphogranuloma venereum and actinomycosis), chronic 
ulcerative colitis, diverticulitis of the colon and ischiorectal, ischioanal and perirectal infections. 

This text can be unqualifiedly recommended for the proctologist, the general surgeon, and 
the general practitioner who wishes to utilize the latest therapy in surgical infections. 





PROCTOLOGY IN GENERAL PRACTICE—J. Peerman Nesselrod, B.S., M.S., M.Sc., M.D., 

F.A.C.S., F.A.P.S., Associate in Surgery, Northwestern University Medical School; Associate 

of Surgical Division of Proctology, Evanston Hospital, Evanston, Ill.. 276 pages with 64 

figures. W. B. Saunders Company, Philadelphia, Pa., 1950, Price $6.00. 

This brief text is well written and should be of value to the proctologist. The illustrations 
are excellent. The section on anatomy is particularly good. 

The description of sigmoidoscopy technic is also better than average. Another interesting 
study is that of anoscopy via various stomas, including ileostomy. Colored illustrations of ano- 
scopic views are of particular value. 

It is good to see a brief chapter devoted to anal infections, particularly inasmuch as the 
special relationship of the anal ducts and glands is emphasized. 

Standard technics of surgery are described throughout, and are well illustrated. 
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The section on fistula is well written, and represents, as does the entire text, the particular 
experience of the author. 

This reviewer finds pruritus ani treated too briefly, and very little mention of tattoo-technic. 
Tattoo-neurotomy is not described. The author states that the “present day trend toward early 
ambulation in the management of surgical patients has much in its favor. lt lessens the compli- 
cations resulting from prolonged rest in bed, and it shortens the period of hospitalization.” He 
then goes on to state, however, that he does not himself employ these technics. 

It is well known that now all proctologic surgery with the exception of the surgery of 
malignancy can be performed readily in a well-equipped. office. The many advantages of imme- 
diate ambulation are also well known, and need not be reviewed here. A text intended to repre- 
sent today’s proctology in general practice should stress these technics. 

The newer antibiotics and chemotherapeutic agents are dismissed in a single paragraph. 
They deserve a chapter of their own. 

hese are minor defects, however, in an otherwise excellent text. The writing is good 
throughout, and the illustrations are well chosen. 

I believe that the Nesselrod book should be in the library of every proctologist. 





A TEXTBOOK OF SURGERY—Edited by Frederick Christopher, B.S., M.D., F.A.C.S., Pro- 
fessor of Surgery, Northwestern University Medical School; Chief Surgeon, Evanston, IIl., 
Hospital. Fifth edition. 1550 pages with 1465 illustrations on 742 figures. W. B. Saunders 
Company, Philadelphia, Pa., 1949, Price $13.00. 

The fifth edition of this text, as does each preceding edition, presents all phases of general 
and specialized surgery in a highly authoritative fashion. The collaboration method allows for 
contributions from experts in each individual field. Each of the contributors is a teacher in 
surgery, and the presentation is suitable for medical school and postgraduate teaching as well as 
for the advanced surgeon. 

All phases of the subject are covered, including etiology, pathology, and diagnosis. Surgi- 
cal treatment is carefully described and well illustrated. 

New sections have been added to include material on infections of the tendon sheaths and 
fascial spaces of the foot and leg, tumors of the tendons and tendon sheaths, acute and chronic 
osteomyelitis, fractures of the pelvis, and many others. 

Proctologists will find excellent sections on anatomy and physiology by J. Peerman Nessel- 
rod, a discussion of anal infection, anal fissure, anal abscess and fistula, -anal stricture, anorectal 
venereal disease, benign rectal stricture, anorectal tuberculosis and prolapse. Pruritcs ani and 
hemorrhoids are discussed by Newton D. Smith and carcinoma of the rectum by anal canal by 
Fred W. Rankin and A. Stevens Graham. 

The text is well written throughout, and well illustrated. It can be recommended to general 
surgeons, proctologists, and students. 





OPERATIONS OF GENERAL SURGERY—Thomas G. Orr, M.D., Professor of Surgery, Uni- 
versity of Kansas School of Medicine, Kansas City, Kan. Second edition. 890 pages, with 
1700 step-by-step illustrations on 721 figures. W. B. Saunders Company, Philadelphia, 
Penna., and London, 1949, Price $13.50. 

The second edition of this beautifully-illustrated text offers many new drawings and the 
replacement of some of the former editions’ drawings by those of a more modern technic. 

The general surgeon will find a full description of lobectomy, new technics for blood vessel 
anastamosis and the surgical treatment of other vascular disturbances, the technic of wound 
closure with steel wire, the repair of hernia using Cooper’s ligament, and other technics for hernia 
repairs. The remarkable work of Blalock and Gross on surgical treatment of anomalies of the 
aortic arch will be of particular interest to the progressive surgeon. The proctologist will be 
especially pleased by the additions on colon resection and prolapse of the rectum. 

This volume may be said to contain the essentials of general surgical technic. It should be 
of value in training the developing surgeon and for the active general surgeon. 





A SHORT PRACTICE OF SURGERY—Hamilton Bailey, F.A.C.S., F.I-C.S., F.R.S.E., 
Surgeon, Royal Northern Hospital, London; Senior Surgeon, St. Vincent’s Clinic and the 
Italian Hospital; Consulting General Surgeon, Metropolitan Ear, Nose, and Throat Hospital; 
Consulting Surgeon, Potter’s Bar Hospital, Essex County Couricil and Clacton Hospital; 
formerly External Examiner in Surgery, University of Bristol; and R. J. McNeill Love, M.S., 
F.R.C.S., F.A.C.S., F.I.C.S., Surgeon, Royal Northern, Mildmay Mission, and Metropolitan 
Hospitals; Consulting Surgeon, City of London Maternity Hospital; Consulting Surgeon to 
the London County Council; Consulting Surgeon, Potter’s Bar Hospital; Associate for Gen- 
eral Surgery, West End Hospital for Nervous Diseases; Member of Council and Court of 
Examiners, Erasmus Wilson Demonstrator, and Hunterian Professor, Royal College of Sur- 
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geons. Eighth edition. 1198 pages, 135 illustrations. Williams and Wilkins Company, 

Baltimore, Md., 1949, Price $10.00. 

Much of the material in this eighth edition of A Short Practice of Surgery has been rewrit- 
ten. There is one additional chapter on Peptic Ulcer. 

There are many new illustrations. They are excellent throughout and add considerably to 
the value of the text. 

The section on the Rectum and Anal Canal is very well written, excellently illustrated, and 
not too brief for a text of this nature. 

This book can be recommended for all general surgeons and for the proctologist who wishes 
to complete his library. 





ILLUSTRATIONS OF SURGICAL TREATMENT—Eric L. Farquharson, M.D., F.R.C.S. 
(Ed.), F.R.C.S. (Eng), Assistant Surgeon, Royal Infirmary, Edinburgh, Scotland, Member 
of Clinical Teaching Staff, University of Edinburgh; Surgeon, Berwick-on-Tweed Infirmary; 
Assistant Surgeon, Kirkcaldy Hospital. Foreword by the Late Sir John Fraser, Bt. K.C.V.O., 
M.C., M.D., Ch.M., F.R.C.S. (Ed); formerly Regius Professor of Clinical Surgery, Uni- 
versity of Edinburgh. Third edition. 391 pages, 504 illustrations. Williams and Wilkins 
Company, Baltimore, Md., 1949, Price $8.00. 

, This text is well written and well illustrated. Many of the technics are the product of the 

author. 

The text is primarily concerned with fractures and other orthopedic material. The technics 
described are accurate and simple. 

For the orthopedic surgeon or the general surgeon this text will be of considerable impor- 
tance. It is original, and offers great detail. 

The first section on Infusion and Transfusion will be of interest to all surgeons, including 
the proctologist. However, in the main, the text is designed for the orthopedic and general 
surgeon. 





ATOMIC MEDICINE—Edited by Charles F. Behrens, M.D., Captain, MC, U.S. Navy. Director, 
Atomic Defense Division, Bureau of Medicine and Surgery, Navy Department; Medical 
Officer in Command, Naval Medical Research Institute, National Medical Center, Bethesda, 
Maryland. 416 pages. Thomas Nelson & Sons, New York. Price $7.50. 

The fundamental facts relating to nuclear physics, and particularly their application in medi- 
cine, are beautifully presented in this text. Authoritative presentations by experts will be found 
in each chapter, and the editing is well done. 

The material covered includes fundamental biology of ionizing radiations and the patho- 
logic anatomy of total body irradiation. Effects of ionizing radiation on hematology is given 
a special chapter. 

f tremendous importance in these perilous times is the section on detection and measure- 
ment of radiation and atomic disaster planning. 

All physicians will be especially interested in the chapters on tracer methods in the biologic 
application of radioisotopes, the general considerations of these isotopes, and the further research 
plan in atomic medicine. The text is well illustrated, beautifully printed and bound, and offers 
material in concise and organized fashion and should be in the library of most physicians. 





AN ATLAS OF HUMAN ANATOMY-Barry J. Anson, Ph.D., Professor of Anatomy, North- 
western University Medical School. 518 pages. W. B. Saunders Company, Philadelphia, 
Penna. and London. Price $11.50. 

This Atlas is beautifully prepared and printed. It differs from other projects of a similar 
nature insofar as it represents undistorted laboratory dissections. There is emphasis of important 
structures under illustration but not gross exaggeration. 

The sections on The Abdominal Viscera and the Pelvic Colon and Mesocolon, the Rectum 
and Anal Canal, The Anal Perineum, etc., are of a special interest to the abdominal surgeon and 
proctologist. 

It must be remembered that the Atlas is intended especially for students. Under these cir- 
cumstances the reader must not expect highly specialized drawings or illustrations referable to 
his specialty field. 

For the student, therefore, this Atlas is an important contribution. 





MAYO CLINIC DIET MANUAL by the Committee on Dietetics of the Mayo Clinic. 329 pages. 
W. B. Saunders Company, Philadelphia, Penna. and London, 1949. Price $4.00. 
The science of nutrition is developing so rapidly that dietary recommendations must always 
be dated. However, the Mayo Clinic diet therapy, as of this date, may be considered satisfactory 
for general prescription. 
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The booklet presents the diet program used at the Mayo foundation, the Mayo clinic and 
the hospitals in Rochester, Minnesota. It must be understood that nutritional requirements of 
patients vary, and that all diets must be individualized. However, these diets may be employed as 
a general standard, deviations to be made in accordance with this understanding. 

The proctologist will be particularly interested in the dietary program following colostomy 
and other colon surgery, the diet for irritable bowel with constipation, chronic ulcerative colitis, 
allergy, and the general dietary material. However, more material on diets referable to the 
colon would be desirable in the next edition. 

It must be understood that diet in colon therapy, particularly when dealing with controversial 
conditions such as ulcerative colitis of various types, is not finay established. The Mayo Clinic 
Diet Manual presents the routine diet advised at the foundation, without discussion. Those phy- 
sicians who believe in the allergic background of most cases of nonspecific ulcerative colitis will 
not be satisfied with this dietary regime. It is important to realize the necessity for individual- 
ization of diets based upon current concepts and the needs of the patient. 

The general format and arrangement of the book is excellent, and within the limits above 
described the material is fully authoritative. 





DOCTOR AND PATIENT AND THE LAW—-Louis J. Regan, M.D., LL.B. Member State 
Bar of California; Professor of Legal Medicine, College of Medical Evangelists; Consulting 
Staff, Hollywood Presbyterian Hospital, Los Angeles, Methodist Hospital of Southern Cali- 
fornia, Los Angeles, Physicians and Surgeons Hospital, Glendale, California. Second Edi- 
tion, 545 pages. The C. V. Mosby Company, St. Louis, Mo., 1949, Price $10.00. 

This text fills a great need. It is a text that should be in the hands of every physician and 
surgeon. 

Malpractice claims are usually unjust. In times of economic depression claims increase tre- 
mendously. The physician must be aware of the sources of such claims in order to protect hime 
self adequately. 

The section of Malpractice-Prophylaxis is especially important. Not only must the physi- 
cian and the public be educated, but the relationship between physicians must be improved. 

Criticism of the technics or results of another physician is never justified. Such criticism, 
even though it be a gesture, the lifting of an eyebrow, or a negative silence, is often the basis 
for a malpractice suit. The physician must always remember that the same weapon can be em- 
ployed by another physician against him. 

The matter of records is exceedingly important. It is fully covered in the text. 

The question of consent to operate is particularly important to the proctologist. Indeed, 
there is no part of this text that is not of particular value to the general surgeon and the 
proctologist. 

The author writes well and lucidly. The text is fully recommended to all physicians. 





TEXTBOOK OF ENDOCRINOLOGY—Edited by Robert H. Williams, M.D., Executive Offi- 
cer and Professor of Medicine, University of Washington Medical School, Seattle. With the 
collaboration of: Peter H. Forsham, Harry B. Friedgood, John Eager Howard, Edwin J. 
Kepler, William Locke, L. Harry Newburgh, Edward C. Reifenstein, Jr., William W. Scott, 
George Van S. Smith, George W. Thorn, Lawson Wilkins. 793 pages, 168 figures. W. B. 
Saunders Company, Philadelphia, Penna., 1950, Price $10.00. 

This book is both authoritative and well written. The contributors are men who have a 
thorough grounding in both the basic principles and the clinical applicatoins of endocrinology. 

The great progress that has been made in endocrinology, particularly since the isolation of 
many of the hormones in pure form, make this text a necessity. This reviewer is particularly 
pleased to see a fine section on the psychodynamic aspects of endocrinology. Neuroendocrine 
relationships are also described. 

It is important for every specialty, including proctology, to be aware of the endocrine 
glands, and the psychodynamic aspects of the endocrines, in the general body function. The 
colon is the sounding board of the emotions. The relationship of the endocrines and the nerv- 
ous system generally, as well as general body metabolism, to colon function, cannot be overly 
stressed. From this point of view the text has much to offer. 

To the internist and the general surgeon who is interested in general body metabolism, the 
authoritative presentation will be of value. Indeed, there is even a chapter on obesity, even 
though it is usually unrelated to the endocrines. 

This text will be of special interest to the internist, of lesser interest to the surgeon, and of 
slight interest to the proctologic surgeon who concerns himself entirely with the mechanical 
aspects of surgery. However, the proctologist and the general surgeon who is interested in the 
body as a whole, and treats the patient rather than the disease, will find much of value in this 
well written, authoritative text. 
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PLASTIC AND RECONSTRUCTIVE SURGERY—A Manual of Management. Ferris Smith, 
M. D., F. A. C. S., Consultant in Plastic Surgery, Blodgett Memorial Hospital, Grand 
Rapids, Michigan. 895 pages with 592 figures. W. B. Saunders Company, Philadelphia, Pa. 
Price $15.00. 

This is one of the finest texts in the field. The illustrations throughout are very fine, com- 
plete, and well selected. The text is well written, authoritative, and covers the field in a general 
and specific fashion. 

The procedures selected indicate sound judgment and mature consideration. As a guide 
for the general surgeon who wishes to attempt a plastic reconstruction, for the experienced 
plastic surgeon, or for the specialty surgeon who wishes to operate in conjunction with a plastic 
surgeon, the text is very valuable. 

However, there is nothing offered for the proctologist. This latter statement must be modi- 
fied in terms of chapter 4 on Operative Procedure and Treatment. The very general material of 
this chapter can be applied in any field, including proctology. Indeed, it is valuable for the 
proctologist, and for any other specialty surgeon, to know the general principles of plastic surgery. 





MEDICAL GYNECOLOGY. James C. Janney, M.D., F.A.C.S., Associate Professor of Gynec- 
ology, Boston University School of Medicine; Associate Visiting Gynecologist, Massachu- 
setts Memorial Hospital. Second edition, 454 pages, 108 figures, W. B. Saunders Company, 
Philadelphia, Pa., 1950. Price $6.50. 

This volume is unique in that it represents the author's clinical experience and limits its 
scope to office gynecology. It will be of particular interest to the medical student and to the 
genera! practitioner. 

The material is sound throughout and well presented. The arrangement of the text is ex- 
cellent in that history and physical examination are stressed, and symptoms are explained on the 
basis of pathology and functional change. The various gynecologic treatments are well outlined. 

The proctologist will find little of interest in this text. The section on Endometriosis men- 
tions the possibility of rupture of cysts of the rectovaginal septum into the rectum, with the 
passage of blood in the stools at each menstrual period. The author states that “it is frequently 
possible to make a definite diagnosis by barium enema or some similar procedure”. This reviewer 
feels this statement to be doubtful. 

The sections on contraception and marital maladjustments are well written and of consid- 
erable general interest to all physicians. 

As indicated, the limitations of the text for the proctologist are marked. However, the gen- 
eral subject matter can be well recommended. 





HANDBOOK OF DIGESTIVE DISEASES. John L. Kantor, M.D., F.A.C.P., Late Associate 
in Medicine, Columbia University; Gastroenterologist and Associate Roentgenologist, Monte- 
fiore Hospital, New York and Anthony M. Kasich, M.D., F.A.C.P., Lecturer in Medicine, 
Columbia University; Adjunct Physician, Montefiore Hospital; Assistant Visiting Physician, 
Bellevue Hospital; Assistant Adjunct Gastroenterologist, Lenox Hill Hospital, New York. 
Second edition. C. V. Mosby Company, St. Louis, 1949. Price $11.00. 

The second edition of Kantor’s synopsis of Digestive Diseases has been re-written as a 
Handbook of Digestive Diseases. The associate author writes clearly and carefully, and presents 
a concise approach to gastroenterology. 

The text is well illustrated throughout and authoritative. The section on Diseases of the 
Colon covers two well written chapters. Abbreviated but interesting material is included on 
Anomalies, Congenital Megacolon, Constipation, the Unstable Colon, Mucous Colitis, Bacillary 
Dysentery, Ulcerative Colitis, Diverticulosis and Diverticulitis, Tumors, Carcinoma and Endome- 
triosis. It is good for the proctologist to experience the viewpoint of the gastroenterologist. 

This is particularly true in the management of Colon Disease. The proctologist is apt to 
think in terms of surgery so consistently that he loses sight of the medical aspects of anorectal 
and colon diseases. It is good to temper the surgical viewpoint with medical observations, both 
as to diagnosis and therapy. 

A chapter on Diseases of the Rectum and Anus includes a discussion on proctitis and peri- 
proctitis, fistula, fissure and stricture, lymphogranuloma inguinale, and hemorrhoids. This sec- 
tion offers a concise presentation, but will add little to the knowledge of the proctologist. 

This text can be recommended without hesitation to the student, the internist, and the gas- 
troenterologist and proctologist. 





TECHNIQUES IN BRITISH SURGERY. Edited by Rodney Maingot, F.R.C.S. Illustrated. 
734 pages with 473 figures. W. B. Saunders Company, Philadelphia, Pa. Price $15.00. 
This text is beautifully printed, beautifully written, well illustrated and highly authoritative. 

It is written by 29 leading British surgeons, and represents some of the best contributions of that 
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country. The contributors are in active surgical practice, and there is special emphasis on per- 
sonal technic throughout. 

The text is divided into part one on the head, neck and spinal column, part two on the 
thorax, part three on the abdomen and pelvis, and part four on the extremities. 

This reviewer, from the point of view of the proctologist, is somewhat disappointed in the 
section on the abdomen and pelvis. There is a chapter on “Benign Strictures of the Rectum”, 
and another excellent section on “Synchronous Combined Excision for Carcinoma of the Rec- 
tum”. Aside from these two fine sections the surgical pathology of the colon and rectum is not 
covered. 

This text may be recommended for the general surgeon, and for the proctologist who is 
interested in a complete library. It is the hope of this reviewer that subsequent issues will be 
extended to cover additional colon and rectal surgery. 





POSTGRADUATE GASTROENTEROLOGY. Henry L. Bockus, M.D., Professor of Gastro- 
enterology, University of Pennsylvania Graduate School of Medicine. 670 pages, 258 fig- 
ures. W. B. Saunders Co., Philadelphia, Pa., 1950. Price $10.00. 

This text is prepared for the trained internist. The material covered is particularly note- 
worthy for the discussions of recent advances in gastroenterology. The controversial aspects of 
the field are touched upon in places, and discussed in detail in other aspects. 

The book represents a course in gastroenterology given during December 6th—11th, 1948, 
sponsored by the American College of Physicians. The presentations are all authoritative and of 
the symposia type. The question and answer section following each symposium will be of par- 
ticular interest. 

The gastroenterologist will find much of interest in this well organized textbook course. The 
recent advances in diagnosis and therapy of gastric neoplasms should be of particular value. 

The application of neuropsychiatry to gastrointestinal problems is also very significant. 
Indeed, each symposium is well presented, well illustrated, and authoritative. 

The symposium on colonic diseases includes ulcerative colitis and neoplasms, and will be 
especially valuable to the proctologist. The presentation of chronic nonspecific enteritis and 
enterocolitis is also worth study. 

Lysozyme activity in chronic ulcerative colitis, with a preliminary report on antilysozyme 
therapy is included. Nitrogen metabolism in patients with chronic ulcerative colitis is well pre- 
sented, and the surgery of the complication of ulcerative colitis is an excellent section. The 
proctologist and the general surgeon, interested in proctology, will find valuable information in 
the section on rationale of vagotomy in the treatment of chronic ulcerative colitis. 

Attention should also be called to an excellent section on pitfalls in the roentgen diagnosis 
of colonic malignancy. This text is a worthwhile addition to the library of the proctologist, the 
general surgeon interested in proctology, as well as to the trained gastroenterologist. 
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Prolonged Action 


The long lasting analgesia produced by RECTOCAINE is well 
authenticated by recent literature [Ambulatory Proctology 
—Cantor). 


Your patient will be free from pain both during and after 
surgery. 





Analgesia of one to three months’ duration is attainable by 
varying the dosage. For 

@ freedom from pain 

@ grateful patient 

@ immediate ambulation 

@ rapid return to useful work 


The Oil Soluble Anesthetic of Choice 


RECTOCAINE 


Boxes of 6, 25 or 100, 5 c.c. sterile ampoules 
Also in ointment or suppositories 


C. F. KIRK CO., 521 West 23rd Street, New York II, N. Y., U.S.A. 
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control. Blade temperature can be varied 
1819 Broadway for all cutting, cauterization and coagulation 
procedures. Can be used on 110 AC 
New York 23, N. Y. or DC current. Pilot light indicates 
blade temperature. Six months 
tee. 

Enclosed please find $ — 

which you are to enter my subscription to a 


THE AMERICAN JOURNAL OF PROCTOLOGY, most 
versatile 





starting with the next issue, as indicated . 
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below. affording 


C1 1 year $2.50 CJ 2 years $4.50 easier 
technics 


($3.50 foreign) ($6.00 foreign) = 
proctologic 


Name surgery 
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Address $42.50 


compere ss 
Cosmo Cautery Co. 21°, Visite Ave. 
































